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 1 General  introduction 
The main subject of this thesis is the study on Mentor Mothers for Support and 
Advice: MeMoSA, a new method on how to support and empower mothers with 
children at home, who are struggling with Intimate Partner Violence (IPV). The 
development and evaluation of this innovative intervention program is an 
important step in how to reach a group of women who are at an early stage of 
change in dealing with domestic abuse by their partner. In this introduction, 
Intimate Partner Violence (IPV) will be defined first, followed by its prevalence and 
the consequences partner violence has for its female victims in medical and 
psychological respects and also in terms of their social life. The impact of partner 
violence on children who have witnessed violence will also be addressed. The main 
question in this thesis is how a low threshold approach offered in primary care, can 
help to terminate the violent situation and how the circumstances of the victims 
can be improved. After the main objective of this study has been introduced, this 
will be followed by an outline of how the research questions have been dealt with 
in the respective chapters.  
Intimate Partner Violence (IPV), prevalence and consequences 
Violence against women is a major health and human rights concern, with IPV and 
sexual violence ranking as one of the most pervasive forms of violence against 
women. The World Health Organisation (WHO) defines IPV against women by male 
(ex)partners as  “violence caused by an (ex)partner in an intimate relationship and 
consists  of  physical,  mental  and/or  sexual  abuse.”1-5  
This includes physical aggression, such as hitting, kicking, and beating; psychological 
violence, such as intimidation, constant humiliation, and stalking; and forced 
intercourse and other forms of sexual coercion. The WHO report indicates that the 
lifetime prevalence of physical or sexual partner violence, or both, ranges between 
15% and 71%.4,5 According to international studies, 37-41% of female patients 
visiting their general practice (GP) and having ever had an intimate relationship 
experienced IPV at some point in their lives.6-10 In 2013, violence against women 
has been widely recognized as a critical health and clinical care issue, but it has still 
not been included in the healthcare policy of many countries.5 The recent European 
survey findings (2014) show that, women are most likely to contact doctors or 
other healthcare workers in cases of the most serious incident of violence they 
have experienced.10 
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1  1 An estimated 200,000 women each year are victims of domestic violence in the 
Netherlands.11 Approximately 65% of domestic violence concerns partner or ex-
partner violence. In 84% of cases, women are victims, and women experience 
serious forms of violence more often.11 Studies consistently include partner 
violence  that  has  been  committed  by  women’s  ex-partners: one in six divorced 
women who experienced violence in their relationship are also confronted with 
violence committed by their ex-partners after divorce.12,13  The prevalence of 
abused women in Dutch General Practitioners (GPs) practices has not been studied 
before. 
Various researchers have evaluated the health consequences of IPV and concluded 
that victims of IPV are at higher risk of a wide range of adverse health outcomes.14 
Female victims of IPV have a doubled consultation frequency and visit their General 
Practitioner (GP) more often with chronic (undefined) pain complaints, compared 
to non-abused women.15-19 Psychotropic medication use is acknowledged to be 
higher amongst abused women.18,19 Abused women also suffer significantly more 
from mental health complaints.20,21 Depression is strongly associated with IPV 
among women attending GPs.22-25 According to a meta-analysis by Golding et al., 
47.6% of women who experience violence are depressed.25   
IPV not only has negative consequences for the abused  women’s  (mental)  health,  
but also prevents them from participating in society.21 Abused women are 
commonly isolated by their abusive partner.26 Social isolation is characterized by 
the lack of fulfilment of social needs in formal and informal contacts.27 The social 
networks of women in violent relationships are small and offer less support 
compared with non-abused women.4,5,28 
Social support is critical for abused women, as it may lower the risk of getting into a 
violent relationship28 and reduce the negative impact of IPV. Social connectedness 
appears to be important for women in abusive relationships.26,28 Cultural 
differences can also be an impediment for women to talk about violent 
experiences. This reinforces their social isolation, allowing the violence to 
continue.29 Continuation of partner violence means that victims are at greater risk 
of running into debt, unemployment, poor living conditions, and the lack of a social 
support system.12 IPV significantly affects women's job stability and economic well-
being in a negative way.30,31 Families experiencing violence also tend to make less 
use of social services. 
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 1 In conclusion, IPV is a barrier for victims to access resources such as mental 
healthcare and to participate in society.12 Female victims of violence generally do 
not call for help or only at a very late stage. They are afraid their situation will 
escalate further, are ashamed of being a victim, or hope their domestic situation 
will improve by itself.12 
Intergenerational transmission of violence 
In the Netherlands in virtually 60% of domestic violence incidents, there is a family 
situation involving children (0-18 years). It is estimated that between 25,000 and 
45,000 children are exposed to domestic violence (12 children in thousand).32,33 
According to a meta-analysis, 63% of child witnesses of IPV had worse emotional 
health than the average child.34 Exposure to IPV is considered as a serious form of 
child abuse, but its seriousness is not always recognized. Exposure to IPV is not only 
harmful in the short term but also in the long term. Studies show that children 
growing up in families in which partner violence was taking place are at greater risk 
of committing violence themselves as adults in a family or partner relationship.35,36 
This percentage may range from 18% to 70%, with a mean of 30%.37 Depending on 
the length of exposure, its nature, the severity of the violence, and factors such as 
substance abuse and poverty, IPV in childhood has been associated with increased 
displays of aggressive behaviour, mental health problems, and lower levels of social 
and educational functioning.38-40  
Theoretical explanations for the intergenerational transmission of violence are 
provided by social learning theory and theory of attachment.41 Bandura’s  social  
learning theory is generally accepted as an explanation of the intergenerational 
transmission of IPV. 42 With its roots in the social learning theory, the 
intergenerational transmission of violence approach suggests that children who 
witness violence learn that violence is an appropriate way of solving conflicts.35 
According to this theory, children learn new behaviour by observing and imitating 
(modelling) important others. Witnessing violence, therefore, children may learn to 
interpret violence as normal, which can lead to the acquisition of an inadequate 
way of coping with conflict and frustration. 36,43 They may learn to consider 
committing violence as an adequate way of controlling conflict situations and 
exerting power over other people, causing them to apply this strategy themselves 
at a later age. 
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1  1 The theory of attachment, developed by Bowlby, focuses on the way in which early 
childhood attachment experiences to adult caretakers are anchored in people as 
mental representations. 43 A safe attachment between a child and its parents will 
develop in a stable living environment in which the child learns to deal with 
frustrations in an adequate way. By experiencing or witnessing violence, the 
development of a safe attachment in the child comes under threat, as the violence 
shows them that the parents cannot guarantee safety and protection. Unsafe and 
ambivalent attachment may arise when the parents are a source of safety and fear 
at the same time. Due to such deficient attachment, these children have not 
properly learned to regulate their feelings, putting them at greater risk of 
behavioural disorders.44  
For many youngsters, their mother is an important conversational partner in 
adolescence.45 When the mother is depressed, this may negatively affect the 
children's development and cause problems in communication, and diminished 
emotional support.46,47 A large-scale qualitative study amongst female victims of 
partner violence has shown that approximately 60% of the mothers indicated that 
their children's upbringing had been affected by the violence: the children did not 
receive the attention they deserved, and sometimes they were (emotionally) 
neglected.48 Often children are given too many responsibilities in the home 
resulting in playing a protective role towards their mothers (parentification),48 
effectively robbing children of their childhood. Studies show that abused women 
are reluctant to discuss these issues with a professional care provider and that 
barriers to disclosing IPV include self-blame, hopelessness, a strong urge to protect 
the family, powerlessness, and the women's urge to keep the abuse secret.49,50  
If women are also depressed, this tends to reinforce their inability to seek help.51 
Partner violence, in consequence, often remains hidden. It is difficult for GPs, 
moreover, to detect signs of IPV, and many GPs frequently face abused women 
without being aware of their violence experiences. Lacking or limited knowledge of 
the less obvious signs and symptoms of IPV causes this major problem in general 
practice to go underreported. 52,53 A systematic review of quantitative studies on 
detection of IPV reveals a baseline recognition of 0-3% by care providers.54 GP 
training helps to improve the detection of partner violence.52  
Low detection figures in combination with social isolation and care-avoidance 
behaviour means that women and children who are victims of partner violence are 
hard to reach, leading to perpetuating a serious but hidden social problem. 
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 1 The first and urgent question, therefore, is what kind of support would be suited to 
victims of partner violence who are inclined to remain silent about their abuse 
experiences. As the consequences for children must be taken into account, an 
integrated mother and child approach would appear to be desirable. The second 
question, then, is in what setting such support had best be provided. 
What kind of support would be suited to women who are victims of partner violence? 
On the basis of what we know, we believe that support offered to abused women 
should  be  close  to  the  victims’  day-to-day experiences and living environment. 
Because of their social isolation, the support should be easy accessible and in line 
with their needs. Interventions should be out-reaching, that is, it should go towards 
the  victims.  Peer  support  in  victims’  close  surroundings  enables  patients  to  share  
experiences with other people who have the same problems and allows them to 
learn from one another's experiences.51 Peer support is a more informal way of 
support and this may also be a first step for abused women to access new resources 
by themselves. Studies have shown that informal social support networks may be 
more effective for victimized women than institutional support.55  
A peer support intervention involving paraprofessionals acting like friends, 
therefore, appears to be promising. Educational psychologists emphasize that such 
social interaction creates possibilities to develop, learn and change.56,57  Moreover, 
different studies shows that peer support interventions is also help to reduce 
symptoms of depression.58,59  By this it can be an important way to  improve 
women’s  strength  and  give  them  more  control  over  their  own  lives. Embedding 
these paraprofessionals in the healthcare system in an outreaching way is 
important to guide victimized women to formal healthcare providers. 
A new intervention: mentor mother support  
Despite that intimate partner violence (IPV) against women is a global health issue, 
evidence-based treatment strategies for primary care settings are lacking.60 Support 
by paraprofessionals is rarely investigated in general practice.61 Based on existing 
knowledge, we take as a starting point that interventions should use an 
empowerment approach to decrease IPV and the subsequent risk of depression.60,62 
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1  1 The Cochrane review of IPV advocacy interventions found some evidence that 
intensive advocacy interventions with support to deal with abuse and to access 
healthcare  services  lead  to  a  reduction  of  IPV  and  can  improve  women’s  quality  of  
life, safety, and social support by strengthening their social network.61 Advocacy 
includes housing, financial and safety planning advice and facilitation of access to 
community resources and psychological support.63,64 Securing the safety of the 
women and children themselves is also obviously a prime concern.63 
What support is helpful for actual abused women, is not always clear. A recent 
European survey presents that abused women prefer someone to talk to or another 
form of moral support (33-54%) as well as practical support by someone (13-21%) 
following the most serious incident of IPV.10 Studies also demonstrate the need for 
interventions that effectively address barriers to employment as a means of 
enhancing the mental health of women with abusive partners.30,31 Employment will 
be helpful for women to access resources, receive practical help, and create 
possibilities for enlarging their informal networks to talk about personal matters.31 
These findings support that access to resources and social support networks serves 
as protective factors against continued abuse.65 
As children in families affected by violence are also themselves the victims of 
violence, an approach taking the children into consideration is  crucial.50,52 Previous 
research in Dutch general practice among abused women shows that their children 
who witnessed IPV are often forgotten.50,52,53 This research by Lo Fo Wong was an 
important reason to develop a new intervention for mothers with children. 50,52,53 
Protective factors against intergenerational transmission of violence include the 
strengthening of a social network, therapy, child counselling, and financial stability 
in the affected families.45,66 
In addition,  the  mothers’  depressive  complaints  can  affect  mother-infant 
attachment.67 Children of mothers who have been depressed shortly after birth 
show more behaviour problems in early childhood and elevated rates of affective 
disorders in adolescence when maternal depression recurs.68  
A strong attachment of the child to the mother serves as a protective factor in 
coping with stress and distressing events.12 Home visiting interventions have 
positive effects on the quality of mother-infant interaction.69 Home visiting seems 
an accessible way of offering support and is an adequate intervention to strengthen 
the  mothers’  parenting  skills,  increasing  social  support  and  decreasing  child  abuse.   
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 1 A positive parental relationship will help children to cope adequately with the 
negative effects of witnessing IPV.45,70,71 Randomized controlled trials of home 
visiting interventions with nurses and paraprofessionals among disadvantaged 
mothers focused on child abuse show success at improving maternal and child 
emotional attachment and reduction of child abuse rates.72,73 
A meta-analysis shows that home visiting programs specifically targeting young 
mothers  showed  good  results  for  the  young  mothers’  educational  levels,  as  they  
often decided to enrol in training.74 A home visiting program for abused pregnant 
women was effective in offering social support, education, and assistance with 
required community resources.75 The Australian MOSAIC study provided face-to-
face and telephone contacts by non-professional mentors to abused women during 
12 months, resulting in a reduction of IPV after 12 months.76 All this suggests there 
may be a need for developing more effective ways of helping women who are 
victims of IPV through a home visiting intervention by paraprofessionals. Moreover, 
research has paid scant attention to the potential contribution that can be made by 
non-professional peer support for abused women in general practice.54 
Against this backdrop, a new kind of home visiting program has been developed in 
Rotterdam (the Netherlands) to support abused women and their children in 
general practice. This mentoring program, called Mentor Mothers for Support and 
Advice (MeMoSA), linked mentor mothers to general practices. This support 
program, offered a short intensive home-visiting program for women referred by 
their GPs. Mentor support consisted of 16 weekly home visits by IPV-trained 
paraprofessionals (mentor mothers). Before the intervention could start, the 
mentor mothers were recruited and trained through a newly developed training 
module; the GPs as well were recruited and trained. 
The main objective of this study is to evaluate the effects of a home-visiting 
intervention, provided by IPV-trained mentor mothers, on exposure to IPV.   This 
study will also evaluate its effect on symptoms of depression, social support, social 
participation, and acceptance of mental healthcare. 
Primary care as an intervention setting  
Research has indicated that it is necessary to intervene in an early stage of partner 
violence to prevent negative consequences of exposure to aggressive behaviour in 
abused children and those who witness IPV.38-40  
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1  1 Improving the understanding of the negative health consequences of witnessing 
IPV for children is important for abused mothers and healthcare providers. 
Providing support for these abused children is required. GPs are often the first 
healthcare professionals with whom abused women talk about these problems.61 A 
recent European study reveals that women prefer support of their doctor or 
another healthcare provider.10 In the Dutch healthcare system, the GP is the main 
gateway to appropriate medical and psychological care, and the GP practice, 
therefore, is an appropriate setting for detecting partner violence in an early stage. 
The detection of IPV, however, is a complex matter. Healthcare officials in general 
are often ill equipped for dealing with such issues, as medical and psychological 
curricula in many countries, as in the Netherlands, do not structurally address this 
problem. However, the identification of IPV can be improved through training of 
healthcare providers.50,52,77  
GPs also provide medical care to the whole family, which enables them to pay 
attention to children in affected families who have witnessed partner violence. This 
offers an opportunity for GPs to reduce the intergenerational transmission of 
violence and to make a preventive effort. As the GP practice offers such possibilities 
for early identification and intervention for mother and child, the MeMoSA 
program was situated in the setting of the GP practice. 
Study aims 
IPV against women is a serious social problem with enormous health consequences 
for mother and child, which need urgent attention from primary care. 
Internationally, the prevalence of IPV against women is high. The prevalence of IPV 
in women attending Dutch GP practices had not been investigated. One of our 
important aims, therefore, was to determine the prevalence of IPV and its 
association with depression in women attending general practice. Research shows 
an association between intimate partner violence (IPV) and increased health 
problems. The aim of the study was to investigate the healthcare utilization of 
abused women compared to non-abused. 
Research has identified several barriers to disclosing IPV, such as self-blame, 
hopelessness, the urge to protect the family, powerlessness, and the wish to keep 
the abuse secret.49 As abused women are reluctant to seek professional help, the 
question is why they do not do so and what do they need. Another aim, therefore, 
was to study the barriers to and the need for support among abused women in 
primary care who are reluctant to disclose the abuse.  
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 1 So as to be able to reach out to women who are victims of IPV and to motivate 
them to seek professional help, an intervention is required that is made accessible 
to this group of women. Home visiting appeared to be a promising intervention for 
reducing child abuse and strengthening the women's social support network. Home 
visiting also appears to have a positive effect on the quality of the mother-child 
relationship in depressive mothers.69 It was unclear whether home visiting would 
also be an effective way of reducing IPV and we therefore systematically searched 
the literature for the effectiveness of randomized controlled trials (RCTs) on home 
visiting interventions in high-risk women with children aiming to reduce IPV. 
It appears that short evidence-based home visiting interventions in primary care, 
aiming to reduce IPV are scarce. Therefore, we wished to investigate the 
effectiveness of a home visiting intervention for abused mothers provided by 
trained mentor mothers in a GP practice setting. The objective of our support 
program was to reduce exposure to IPV and symptoms of depression, and to 
improve social support, social participation, and acceptance of mental health care. 
Six months after the end of the home visit intervention; we interviewed 
participants to evaluate what had been helpful for the mothers. Our final aim was 
to identify the success factors of mentor support in primary care. 
Research questions 
Our study aims led us to formulate the following research questions:  
(1) What is the effectiveness of a mentor support home visiting program for 
abused mothers.  
(2) What is the prevalence of IPV among women in general practice and its relation 
to depression?  
(3) What is the impact of IPV on healthcare utilization of abused women in general 
practice?  
(4) What are facilitators and barriers for abused women to seek and accept 
support in primary care?  
(5) What is the effectiveness of home visiting interventions in high-risk women 
with children aiming to reduce IPV, measured in randomized controlled trials 
(RCT)? A systematic review.   
(6) Which factors contribute to the success of mentor support for abused mothers 
in general practice? 
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1  1 Outline of the thesis 
The main body of the thesis consists of a series of six articles (chapter 2 to 7). All 
articles stand on their own comprising an introduction, a method, a result and a 
discussion paragraph. A certain degree of repetition is inevitable. 
Chapter 1 provides a general introduction to the thesis. 
Chapter 2 describes a cross-sectional survey, which was conducted to examine the 
prevalence of IPV and the association with depression for women attending general 
practices in Rotterdam, the Netherlands. We used the Composite Abused Scale 
(CAS) and the Beck Depression Inventory (BDI) questionnaires to determine IPV and 
depression amongst women attending general practice. (question 2) 
Chapter 3 presents differences in healthcare use between abused and non-abused 
women in primary care. This Chapter reports a matched case-control study in 
primary care, in which electronic medical files of 50 abused and non-abused 
women were analysed for consultation frequency, referrals, medical prescription, 
and reasons for visit over a five-year period. (question 3)  
Chapter 4 addresses and describes barriers for abused women to seek and accept 
help and kinds of support that will be helpful. We used a qualitative method with 
interviews identified in the cross-sectional survey with the Composite Abuse Scale 
(CAS) and the Beck Depression Inventory (BDI). (question 4) 
Chapter 5 describes the results of a systematic literature and research review in 
which we investigated the effectiveness of randomized controlled home visiting 
studies in reducing IPV. (question 5) 
Chapter 6 describes the effectiveness of a new mentor support intervention for 
abused mothers and their children in primary care (MeMoSA). A pre-post study of a 
short mentoring home visiting  intervention with identified abused mothers was 
conducted. After referral by a general practitioner, a mentor mother visited the 
abused woman weekly during  16 weeks. Primary outcomes were IPV assessed with 
the Composite Abuse Scale (CAS), depressive symptoms with the Symptom 
Checklist (SCL 90), and social support with the Utrecht Coping List. Secondary 
outcomes were analysed qualitatively: social participation, defined as employment 
and education, and acceptance of mental healthcare. (question 1) 
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 1 Chapter 7 answers the last research question of this study and offers a qualitative 
report of those factors that made the home visiting intervention successful from 
the  abused  women’s  (care  takers)  and  the  IPV-trained  paraprofessionals’  (mentor  
mothers, care givers) point of view. We used semi-structured interviews with the 
abused women and focus group discussions with the mentor mothers. (question 6) 
Chapter 8 presents the general discussion with regard to the main findings and 
reflections on the outcomes of this thesis. The main methodological issues of the 
studies are discussed. The chapter ends with clinical implications for practice and 
recommendations for further research. 
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Abstract 
Objective  
To explore the prevalence of intimate partner violence (IPV) of women (aged >18 
years) attending general practice and to assess the association between IPV and 
depression. 
Methods 
A cross-sectional survey was conducted within 16 general practices across 
Rotterdam. The study population was all women older than 18 years of age 
attending general practice. Women were screened for sociodemographic factors, 
IPV and depression using the Composite Abuse Scale and the Beck Depression 
Inventory. 
Results 
This study had a response rate of 63% (221 of 352 women). Two hundred and 
fourteen women were included in the study of whom 41% were migrants. Thirty 
per cent of the women attending general practice ever experienced IPV. Migrants 
experienced IPV 1.5 times more often compared to Dutch women. A significant 
association between IPV and depression was found. Half of the abused women 
were suffering from a depression. More than three-quarter of depressed women 
ever experienced IPV. 
Conclusions 
IPV is common in women attending general practice and it is significantly associated 
with depression. To improve recognition of abused women, doctors should ask 
depressed women if they ever experienced IPV. 
Keywords 
Depression, general practice, intimate partner violence, migrants, women. 
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Introduction 
Intimate partner violence (IPV) in general practice is common. According to some 
international studies 37–41% of the women, visiting general practice, who ever had 
an intimate relationship experienced abuse by their partner. 1–4 IPV is defined as 
‘violence  caused  by  a  partner  in  an  intimate  relationship  and  consists  of physical, 
mental  and/or  sexual  abuse’.  According  to  an  Australian  study,  a  quarter  of  the  
women visiting general practice experienced physical abuse (PA), one-third 
emotional abuse (EA), 1 in 10 sexual abuse and 1 in 8 experienced all three forms of 
abuse.1 Up to date, the prevalence of IPV among female patients in family practice 
has never been studied in the Netherlands. 
IPV leads to a significant morbidity and mortality.5–9 Abused women present almost 
twice as frequent at general practice than the average female patients.5,6,8 They 
present more often with medical unexplained symptoms, mental health problems 
and injuries.5,6,8 This makes it an important health care problem with a considerable 
amount of distress and high costs.8–11  A recent study on the burden of IPV shows 
that estimates of the medical cost burden for IPV in 12 months after victimization 
range from USD (2.3 billion to USD 7.0 billion.10 
Abused women generally do not disclose and for doctors, it is difficult to recognize 
the abuse.12 Women do want their doctor to ask about violence, even when they 
are not ready to disclose it.13 Empathy and empowerment by the doctor play an 
important role.12,13 However, IPV is difficult to recognize because there are no 
specific symptoms, which can facilitate case finding. 
Studies have shown that women in an abusive relationship are probably more likely 
to have depression.3,5,6,14–16 According to one meta-analysis of Golding et al.,15 
47.6% of the women experiencing violence are depressed. 
Nevertheless, this meta-analysis includes only a few international studies and it is 
not specifically about women attending general practice but about the general 
population. Remarkable is the outcome of a cross- sectional study in primary care 
among migrant Latinas women, which showed no correlation between IPV and 
symptoms of major depressive disorder (MDD).17 Another cross-sectional study in 
Spain among migrant and native women in primary care described a higher 
likelihood of IPV among migrants than natives.18  
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Therefore, the aim of this study was to assess the prevalence of partner abuse in 
general practice in the Netherlands and to study the association between IPV and 
depression among native and migrant women. The finding of characteristics of 
women with IPV might be improving the recognition of partner abuse in general 
practice. Our research questions are: What is the prevalence of IPV of (migrant and 
native) women attending general practice in the Netherlands and whether there is 
an association between IPV and depression. 
 
Material  and  Methods 
Participants 
We conducted a cross-sectional survey in Rotterdam, a multi-ethnic city in the 
Netherlands, in a period of 3 weeks of March 2009. In this period, we approached 
35 General Practitioners (GP) to participate in a waiting room survey of 2 days. 
These GPs had previously volunteered to participate in an education program about 
IPV. Sixteen practices with a total of 33 GPs were finally included. Practices were 
excluded if they could not provide a separate room to survey women in private. 
The target population consisted of all women at- tending general practice, older 
than 18 years of age and ever had a relationship. Women were excluded if they 
attended general practice with their partner (for safety), if they could not read 
Dutch, English, Arabic or Turkish and if they could not speak Dutch or English as 
well. 
Procedure 
Women were recruited in the waiting rooms by the GPs themselves or by a 
research assistant, depending on the preference of the practice. If women refused 
to participate, reasons of refusal were noted. The women were asked to fill in the 
questionnaire before their visit to the doctor.  
Women who were willing to cooperate and met the inclusion criteria completed 
the questionnaire in a separate room. The research assistants were trained in 
taking questionnaires about IPV. They explained details of the study and stressed 
that it was voluntary and confidential. If possible, the patient completed the 
questionnaire herself. If necessary, the research assistant explained questions or 
read out the questions to complete the questionnaire. 
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Data collection and analysis 
We used self-administered questionnaires. According to a recent study, self-
administered screening is as effective as an interview by a clinician and most 
patients and clinicians are comfortable with screening of domestic violence.19 
Patients filled in their sociodemographic characteristics in the questionnaire. Next, 
they were screened for partner abuse during their lifetime using the Composite 
Abuse Scale (CAS) and for depression using the Beck Depression Inventory (BDI-
IA).20–22 General questions were about marital state, education, work, children and 
country of origin. The CAS is a validated tool.20–22 This instrument has a good 
internal reliability (Crohnbach’s  alpha  >0.75),  good  sensitivity  and  specificity  (<17%  
of women were misclassified in a known group).22 The CAS contains 30 questions 
with the following subscales: PA, EA, harassment (HA) and severe combined abuse 
(SCA). The subscale PA contains questions about hitting, beating up, pushing and 
shoving. The subscale EA contains questions about him saying she is stupid, ugly or 
not good enough and him trying to turn her family against her. The subscale HA 
contains questions about him following her and harassing her over the telephone. 
SCA contains questions about severe forms of PA, EA and/or HA. Each of the 30 
items is scaled by frequency (0 = never to 5 = daily) and every subscale has its own 
cut-off score [SCA (1), PA (1), EA (3), HA (2)]. A woman can experience one or more 
of these subtypes of abuse. So depending on the combination of different subtypes 
experienced, the woman belongs to a final category of severity. These categories of 
severity are EA and/or HA; PA alone; Physical, Emotional and/or HA and SCA.  
The Dutch version of the CAS was validated in an earlier study. The BDI-IA is a 
validated tool, containing 21 questions about mood during the last week (0 = 
normal mood to 3 = feeling depressed in this item). The sum of the scores of all 
items determines the severity of the depression (0–9 = no/minimal depression; 10–
18 = mild depression; 19–29 = moderate depression; and 30–63 = severe 
depression).23 A score of >18 points is in concordance with the diagnosis 
depression. 
For the present study, the CAS and the BDI were translated into Arabic and Turkish 
by an official translation agency and back translated and checked for accordance 
with the original questionnaire. Analysis was done using SPSS (version 14). 
Outcome measures were the prevalence and severity of combined abuse, PA, EA, 
HA, depression, sociodemographic factors and the significant associations between 
IPV  and  depression.  The  Pearson’s  chi-square was used to correlate IPV and 
depression. 
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Results 
During the research period, 396 women visited general practice and 352 were 
asked to participate in the study. Of the attended women, 221 were eligible for this 
study, resulting in a response rate of 56%. Forty-four women were missing because 
the practice assistant lacked time to invite them. Sometimes the research assistant 
needed more time because some women wanted to share their feeling with her 
after filling in the questionnaires. Thirty-seven per cent (n = 138) were not eligible 
to unwilling to participate due to several reasons. The most common reasons were 
unwillingness without reason (41.5%) and lack of time (37%). Other reasons 
mentioned were illiteracy (9.1%), severe physical (3.8%) and mental illness (3.1%). 
In total, 5.6% were excluded because they attended general practice with their 
partner. Seven women were excluded due to in- completeness of the 
questionnaire. In total, 214 questionnaires were suitable for analysis. 
Respondent’s  mean  age  was  44  years,  ranging  from  19  to  90  years  (43  ±  17.2).  Most  
of the women were married, had a paid job, a partner and children (Table I). Forty-
one per cent (n = 87) of the women were migrants. Native women were four times 
more often retired than migrants. Furthermore, migrant women were two times 
more often jobless than native women. 
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Table I: Characteristics of the included women (n = 214) 
 All included women (n=214) Migrant women (n=87) 
 Frequency Percentage Frequency Percentage 
Marital status       
 Married/registered partnership 102 47.7 39 44.8 
 Unmarried 75 35.0 32 36.8 
 Divorced 25 11.7 12 13.8 
 Widowed 11 5.1 4 4.5 
Education women       
 Lower education 73 34.2 32 36.8 
 Middle education 71 33.2 31 35.6 
 Higher education 70 32.7 24 27.6 
Education partner*       
 Lower education 50 23.3 22 25.3 
 Middle education 56 26.6 19 21.8 
 Higher education 64 29.8 24 27.6 
Work       
 Paid job 104 48.6 41 47.1 
 Volunteer work 10 4.7 2 2.3 
 Self-employment 8 3.7 1 1.2 
 Housekeeping 33 15.4 19 21.8 
 Retired 27 12.6 3 3.4  
 Jobless 12 5.6 9 10.3 
 Other 18 8.4 12 13.8 
Partner       
 Yes 156 72.9 65 74.7 
 No 58 27.1 22 25.3 
Children       
 Yes 154 72.0 66 75.9 
 No 60 28.0 21 24.1 
Living together with       
 Partner and children 51 23.8 23 26.4 
 Partner 64 29.9 17 19.5 
 Children 32 15.0 19 21.8 
 Alone 45 21.0 14 16.1 
 Other 22 10.3 14 16.1 
Country of origin       
 The Netherlands 127 59.3   
 Surinam 23 10.7 23 26.4 
 Turkey 18 8.4 18 20.7 
 Morocco 10 4.7 10 11.5 
 The Antilles 6 2.8 6 6.9 
 Africa 6 2.8 6 6.9 
 Cape Verde 5 2.3 5 5.7 
 Middle-East 5 2.3 5 5.7 
 Western Europe 3 1.4 3 3.4 
 Eastern Europe 3 1.4 3 3.4 
 Asia 3 1.4 3 3.4 
 Afghanistan 2 0.9 2 2.3 
 Pakistan 1 0.5 1 1.1 
 
Percentages do not assess 100% due to missing data. 
Lower education: no school / primary school / lower vocational education - Middle education: middle vocational 
education - Higher education: school of higher general secondary education / higher vocational education / 
university  
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Prevalence of IPV 
According to the CAS, 30.4% (n = 65) of the women experienced IPV in their 
lifetime. At least one subtype of IPV was experienced, independently or combined. 
Of all women, 26% (n = 56) experienced EA, 21% PA (n = 45), 15% HA (n = 32) and 
15% SCA (n = 32). Women often experienced a combination of these sub- types of 
abuse. Categorization of these subtypes of IPV according to the CAS, 7% (n = 15) of 
the  abused  women  fit  in  the  group  of  ‘EA  and/or  HA’;  2.3%  (n=5)  in  ‘PA  alone’;  6.1%  
(n  =  13)  in  ‘PA,  EA  and/or  HA’  and  15.0%  (n  =  32)  ‘SCA’  (Figure 1). 
Migrants (n = 87) experienced significantly more IPV compared to Dutch women (n 
= 127). Of all migrants, 37.9% (n = 33) experienced IPV compared to 25.2% (n = 32) 
of all Dutch women participating in this study (P = 0.047). 
 
 
Association between IPV and depression 
According to the BDI, 19.6% (n = 42) of all women suffered from moderate or 
severe depression of whom 8.9% (n = 19) was severely depressed (Figure 2). 
Migrants were significantly more often suffering from a severe depression with a 
prevalence of 14.9% (n = 13) compared to a prevalence of 4.7% of Dutch women  
(n = 6) (P = 0.05).  
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There was a significant association between IPV and depression. Of the abused 
women (n = 65), 50.8% were suffering from depression compared to 6.1% of the 
non-abused women (n = 149; P = 0.000). When the non-abused women had 
depressive symptoms, they were more likely to have a minimal or mild depression. 
Of the abused women, 23% (n =15) were suffering from a severe depression 
compared to only 3% of the non-abused women (Figure 3). 
The other way around, 78.6% (n = 33) of all the depressed women experienced IPV  
(P = 0.000). Women suffering from SCA were most likely to be depressed (n = 20; 
47.6%) compared to the women suffering from other types of abuse. 
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Discussion 
This study is the first to investigate the prevalence of IPV in general practice in the 
Netherlands. Our primary finding that 30% of the women ever experienced IPV is 
unmistakable evidence that the experience of IPV is common among female 
patients visiting their GP. EA is the most common type of abuse. This is in line with 
an Australian study.1 IPV is also a more prevalent problem in general practice 
compared  to  the  23%  percentage  of  an  academic  outpatients’  clinic  of  
gynaecology.24 The difference can partly be explained by the low percentage of 
migrant women in that study.24 This study shows the participation of a high number 
of migrants (41%) in accordance with number of migrant population of Rotterdam 
(46%), which findings support the representativeness of our study population.  
A very important finding is that migrants are significantly more often victim of IPV 
compared to Dutch women and suffer more frequently from severe depression. 
Migrant women are also known to be more vulnerable to die because of IPV.25 As a 
consequence, health care workers have to be very attentive to depression and IPV 
in migrant women. The correlation between IPV and MDD is not found in the earlier 
mentioned cross-sectional study in primary care among migrant Latinas.17 The 
different use of measurement instruments (structured interview and BDI 
questionnaire) can be an explanation of the different results. 
Our third finding shows that almost 20% of the women visiting general practice are 
suffering from depression.  This  is  comparable  to  Hegarty’s  Australian  study.3 
Compared to 4% of the women, registered in general practice as suffering from 
depression, this percentage is strikingly high.26  
Eye-catching is the outcome that half of the abused women are depressed. This is in 
concordance with a meta-analysis of Golding et al.,15 with a weighted mean 
prevalence of 47.6% in the total population. Our study even shows that more than 
three- quarter of the depressed women experienced IPV. This is high compared to 
65% found by Hegarty et al.3 
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Despite these interesting results, several limitations should be noted. Firstly, the 
prevalence of IPV is probably higher than measured in this study. Thirty-five per 
cent of the women did not wish to participate in this study, which was presented as 
a  study  on  relationships  and  depression.  We  don’t  know  whether  abused  women  
are more afraid to complete a questionnaire about their relationship. We also 
excluded women who were accompanied by their partner. It is generally known 
that men who abuse their partner will escort their partner more often while visiting 
a doctor to prevent disclosure of abuse. 
Another limitation of this study is the fact that we diagnosed depression only with 
the BDI without a clinical interview. However, we used a high cut of score of 18 
points to lower the false-positives. 
Nevertheless, we can conclude that there is a high prevalence of IPV. There is a 
significant association between IPV and depression among natives and even more 
striking among migrant women. Most of the depressive women are victims of IPV. 
To assure the prevalence of IPV and the association with depression, a large-scale 
national study amongst native and migrant women in general practice is needed. 
Moreover, this study gives doctors new possibilities to recognize IPV. GPs should 
ask depressed women and in particular depressed migrant women about IPV, in 
order to provide suitable care. 
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Abstract 
Background 
Previous studies observed an association between intimate partner violence (IPV) and 
increased health problems. Early detection of IPV by general practitioners (GPs) is 
required to prevent further harm and provide appropriate support. In general practice, 
a limited number of studies are available on healthcare utilization of abused women. 
Objectives 
The aim of the study was to investigate the healthcare utilization of abused women 
compared to non-abused. 
Methods 
The study was designed as a matched case-control study in 16 general practices in 
deprived areas in Rotterdam (The Netherlands). Electronic medical files of 50 
victims of IPV were analysed for consultation frequency, referrals, medical 
prescription and reasons for encounter over a period of five years. Controls (n = 50) 
were non-abused women matched for general practice, age, number of children, 
and country of origin and education level. 
Results 
Abused women visited their GP almost twice as often than non-abused, in particular for 
social problems (OR = 3.5; 95%CI: 1.2–10.5; P=0.01), substance abuse (OR=4.6; 95%CI: 
0.9–22.7; P=0.05) and reproductive health problems (OR=3.0; 95%CI: 1.3–6.8; P=0.009). 
Victims of IPV were significantly more often referred for additional diagnostics (OR=3.6; 
95%CI: 1.1–12.2; P = 0.03), to mental healthcare (OR = 2.9; 95%CI: 1.2–7.1; P = 0.02) 
than non-victims. Abused women received 4.1 times more often a prescription for anti-
depressants (95%CI: 1.5–11.6; P=0.005) than non-abused women. 
Conclusion 
As compared to non-abused women, female victims of IPV visited their GP more 
frequently and exhibited a typical pattern of healthcare utilization. This could alert 
GPs to inquire about partner abuse in the past. 
Keywords 
Intimate partner violence, abuse, women, general practice and healthcare utilization. 
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Introduction 
Intimate Partner Violence (IPV) is regarded as an important healthcare problem, 
which can result in considerable distress for the victim IPV is associated with an 
increased healthcare utilization, burden of disease and costs (1,2). IPV is defined as 
violence caused by a partner in an intimate relationship and includes physical, 
mental and/or sexual abuse. Earlier studies found that at least one in three women 
attending general practice reported having experienced IPV (2–5). A recent study in 
general practices in the Netherlands confirmed that 30% of the women consulting a 
GP did experience violence in an intimate relationship (6). Patient surveys revealed 
a relationship between IPV and health related problems (7–11). Female victims of 
IPV are known to be reluctant to talk about the abuse to their general practitioner 
(GP), even when their health problems, such as injuries and sleeping problems, are 
directly caused by IPV (12,13). A systematic review of quantitative studies on 
identification of IPV reveals a baseline recognition of 0–3% by healthcare providers 
(14). Finally, only one in ten female victims of IPV is known as such by their GP (4), 
as identification of IPV is complicated by several factors (14,15). 
Due to low identification of IPV, there is a lack of knowledge on healthcare needs of 
abused women in primary care. In many countries in western societies, the GP 
functions as a gatekeeper to specialist care. In this respect, it is important to 
identify  characteristics  of  abused  women’s  healthcare  utilization  in  general  
practice. Given the high prevalence of partner violence and contribution to 
healthcare utilization and total burden of disease, improved identification of IPV is 
expected to provide a more appropriate response to and treatment of these 
patients (2). 
It is also acknowledged that psychotropic medication use is higher amongst abused 
women (9,16), as are high rates of chronic pain, reported in earlier studies (17–20). 
Indeed, victims of IPV visit their GP more often with chronic (undefined) pain 
complaints, compared to non-abused women (20–25). However, most studies did 
not compare results appropriately to non-abused controls. It is, there- fore, 
currently unknown, whether these healthcare issues are solely due to IPV, or 
whether confounding factors, such as education, social background and/or ethnicity 
can explain these observations. Given the high prevalence of partner violence, 
negative health effects for victims and their contribution to total healthcare 
utilization (20), it is important that GPs identify victims of IPV more often and 
provide appropriate responses and support.  
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However, there is still not sufficient knowledge and understanding of use of 
healthcare by female victims of IPV. 
The aim of this study was investigating characteristics of healthcare utilization of 
abused women in primary care and comparing this to non-abused women. Results 
of this study might support GPs recognizing victims of IPV earlier. 
 
Methods 
Study design and setting 
As part of an intervention study on effects of mentor-mother support for abused 
women in Rotterdam (The Netherlands), we investigated the prevalence of IPV 
among women (>18 years) attending 16 participating general practices in March 
2009 (waiting room survey) (6). The GPs had previously volunteered to follow an 
educational programme on recognition of IPV. To study the healthcare utilization of 
the women identified as a victim of IPV, we analysed electronic medical records 
(EMR) retrospectively in a matched case-control design. 
Participants: cases and controls 
Participants were selected from respondents of the waiting room survey. Inclusion 
criteria were women attending general practice, 18 years and older, ever having 
been in a relationship and having been enrolled for at least one year in the general 
practice between March 2004 and March 2009. All filled in the Composite Abuse 
Scale (CAS) to identify their abuse status. They signed an informed consent for use 
of their medical record in the present study. 
IPV was assessed with the Composite Abuse Scale (CAS) (5): a validated instrument 
to measure IPV among women in clinical settings. Women with a positive score 
(CAS ≥ 7) were classified as abused (cases); those with a score < 7 as non-abused. 
Non-abused women were matched to cases, using GP practice, age category, 
number of children, country of origin (native Dutch or not), and level of education. 
The level of education was divided into low (no school, primary school, and lower 
vocational education), middle (middle vocational education) and high (school of 
higher general secondary education, higher vocational education, and university). 
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Variables 
Medical records of abused and non-abused women were analysed for reasons for 
encounter and healthcare utilization over a period of five years. In addition, we 
recorded whether IPV was documented in medical records. 
Reasons for encounter. Presented symptoms and problems were clustered 
according to ICPC-chapters into musculoskeletal problems, neurological problems, 
trauma, reproductive health problems, mental health problems, social problems, 
substance abuse and non-specific/other problems (Figure 1) (26). 
 
Figure 1: Clustered reasons for encounter (ICPC codes) 
 
Nonspecific & other symptoms/problems 
x Fatigue (A04) 
x Nausea and gastric complaints (D02, D03, 
D08-10, D85-87) 
x Airway complaints (e.g. coughing) (R01-05, 
R25, R27, R29, R73-75, R78) 
x Abdominal pain  (D01-06, D93) 
x Weight loss (T08) 
x Fainting (A06) 
 
Musculoskeletal symptoms/problems 
x Neck and shoulder pain (L01, L08, L83, L92) 
x Back pain (L02, L03, L86) 
x Pain other joints and muscles (L10-13, L15-
20, L86, 91) 
 
Neurological symptoms/problems 
x Headache (N01-03, N89, N90) 
x Dizziness and vertigo (N17) 
 
Trauma 
x Fractures (L72-76) 
x Cuts and hematoma (S13, S16-19) 
x Burns (S14) 
x Perforation of eardrum (H05, H77) 
Reproductive health symptoms/problems 
x Vaginal discharge and sexual 
transmitted diseases (X71-74, X90, X91) 
x Painful intercourse (X04) 
x Counselling contraceptives (W10-14) 
x Spontaneous abortion (W82, W91, W93) 
x Pregnancy Termination (unwanted 
pregnancy) (W79) 
 
Mental health symptoms/problems 
x Anxiety (P01, P74) 
x Depression (P02, P76) 
 
Substance abuse 
x Smoking (P17) 
x Alcohol abuse (P15, P16) 
x Drug abuse (P18, P19) 
 
Social problems  
x Concerning children (Z16,Z18,Z19) 
x With partner (violence excluded) 
(Z12,Z13) 
x Social problem at work (Z05, Z06) 
 
 
Healthcare utilization. Healthcare utilization was defined as consultation rate per 
year, number of referrals for additional diagnostics, medical specialists, and mental 
healthcare  services  (psychiatrist,  psychologist,  social  worker,  abused  women’s  
shelter or support service) and number of prescriptions for tranquilizers, 
antidepressants, painkillers and drugs for digestive symptoms during the previous 
five years. Visits for preventive healthcare (such as cervical smears, mammograms 
and nationwide influenza vaccination) were excluded. 
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Data collection 
Data was anonymously collected from the electronic medical records from July to 
August 2009. All records were reviewed by two independent researchers (EB 
medical student researcher, MS research assistant). In case of doubt, the 
classification of the symptoms was discussed in the research group until consensus 
was reached. The principal investigator (GJP) checked all data and decisions. All 
visits to the GP, reasons for encounter, prescriptions and referrals were counted. 
Statistical analysis 
Analysis of healthcare utilization was performed with SPSS version 17.0. We 
compared the mean number of consultations per patient per year of abused 
women with non-abused women by an independent sample T-test. Odds ratios 
(OR) and the 95% confidence intervals (CI) of the numbers of referrals, prescriptions 
and reasons for encounter were calculated from two-by-two contingency tables. 
The Pearson chi-square was used. Results with a P value < 0.05 were defined as 
statistically significant. 
 
Results 
Study population 
The Composite Abuse Scale (CAS) was completed by 214 women (response rate 
63%) consulting GPs in sixteen general practices (Rotterdam) and 163 women (76%) 
also signed the informed consent to take part in this study on medical records. 
Despite several attempts, 39 medical records of non-abused women and two of 
abused women were not available. In total, we received 122 medical records, of 
which 15 (five abused and 10 non-abused) were excluded for not meeting the 
inclusion criterion of ≥  1 year in practice. 
In total, EMRs of 50 abused women were matched for general practice, age, 
number of children, country of origin (native Dutch or not), and level of education 
to those of 57 controls. Seven records of the controls had no cases in the same 
general practice and were excluded. Figure 2 describes the selection process of this 
study. 
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 3 163 women consented 
122 women  
(patient records available) 
107 women 
214 women in waiting room 
GP’s  filled  in  CAS  questionnaire 
50 abused women 50 non-abused women 
57 non-abused women 
51 women no consent for 
use of medical record 
41 women: medical record 
was not made available by GP 
15 women excluded: period 
enrolled in practice d 1 year 
7 women (records with 
lowest match with the case) 
Figure 2: Design of study 
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Finally, the study population consisted of 50 cases and 50 matched controls. Table I 
provide their characteristics regarding age, country of origin, number of children 
and educational level. There were no statistically significant differences between 
both groups (Table I). 
 
Table I: Characteristics of the study group of abused and non-abused women 
 
 Abused 
n= 50 
Non-abused 
n= 50 
p 
Age category years   0.93 
 19 – 25  9   (18.0%) 6   (12.0%)  
 26 – 35 10 (20.0%) 12 (24.0%)  
 36 – 45  10 (20.0%) 11 (22.0%)  
 46 – 55  10 (20.0%) 10 (20.0%)  
 > 55 11 (22.0%) 11 (22.0%)  
Country of origin    0.07 
 Native Dutch 25 (50.0%) 34 (68.0%)  
 Other   25 (50.0%) 16 (32.0%)  
Number of children   0.58 
 None 16 (32.0%) 10 (20.0%)  
 1 11 (22.0%) 12 (24.0%)  
 2 15 (30.0%) 19 (38.0%)  
 3 or more 8   (16.0%)   9 (18.0%)  
Education    0.17 
 Low 13 (26.0%) 6   (12.0%)  
 Middle 22 (44.4%) 29 (58.0%)  
 High 15 (30.0%) 15 (30.0%)  
 
Presented problems and healthcare utilization 
Consultation rate. The mean consultation rate per year of abused women was 6.7 
(SD=4.7) compared to 4.7 (SD = 4.0) of non-abused, a significant difference (95%CI: 
0.3–3.7; P=0.02). 
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Presented problems. Abused women visited GPs more specific with issues related 
to the clusters  ‘social  problems’  (OR  = 3.5; 95%CI: 1.2–10.5; P = 0.01),  ‘substance 
abuse’  (OR  = 4.6; 95%CI: 0.9–22.7; P = 0.05)  and  ‘reproductive  health  problems’   
(OR = 3.0; 95%CI: 1.3–6.8; P = 0.009). From the medical records, it became clear 
that the GP was aware of IPV in 20% of the cases. 
 
Referrals and prescriptions. Numbers of referrals, prescriptions and reasons for 
encounter are presented in Table II. Abused women were significantly more often 
referred for specialized additional diagnostics (OR=3.6; 95%CI: 1.1– 12.2; P=0.03) 
and to mental healthcare (OR=2.9; 95%CI: 1.2–7.1; P=0.02) than non-abused 
women. They received more often prescriptions for antidepressants compared to 
non-abused women (OR = 4.1; 95%CI: 1.5–11.6; P = 0.005). No other significant 
differences were found. 
 
Table II. Numbers of women in general practice and health care utilization with potential 
risk factors (referrals, prescriptions and reason for encounter) of partner abuse, Odds Ratio 
(OR) before the assessment of IPV. 
 
 
a pearson chi-square 
b significant 
  
 Cases 
(n=50) 
Controls  
(n=50) 
OR 95% CI P valuea 
Referrals to:      
 Additional diagnostics 46 38 3.6 1.1 – 12.2 0.03 b 
 Specialist 36 34 1.2 0.5 – 2.9 0.66  
 Mental health care 21 10 2.9 1.2 – 7.1 0.02 b 
Prescription for      
 Tranquilizers 18 15 1.3 0.6 – 3.0 0.52 
 Painkillers 33 32 1.1 0.5 – 2.5 0.83 
 Drugs for digestive symptoms 19 21 0.9 0.4 – 1.9 0.68 
 Antidepressants 18 6 4.1 1.5 – 11.6 0.005 b 
Clustered complaints      
 Nonspecific/other symptoms 46 43 1.8 0.5 – 6.8 0.34 
 Neurological symptoms 22 19 1.3 0.58 – 2.8 0.54 
 Musculoskeletal symptoms 32 35 0.8 0.3 – 1.8 0.52 
 Trauma 15 11 1.5 0.6 – 3.7 0.36 
 Reproductive health problems 28 15 3.0 1.3 – 6.8 0.009 b 
 Mental health problems 22 15 1.8 0.8 – 4.2 0.15  
 Substance abuse 8 2 4.6 0.9 – 22.7 0.05 b 
 Social problems 18 7 3.5 1.2 – 10.5 0.01 b 
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Discussion 
Main findings 
The main finding of this case-control study is that healthcare utilization of abused 
women is higher than non-abused women and shows characteristic features. 
Abused women use antidepressants more frequently and visit the GP almost twice 
as often, specifically for social problems, substance abuse and reproductive health 
complaints. 
Interpretation 
The high percentage of referrals to mental healthcare is consistent with other 
studies (9,10,20), as abused women are found to suffer from depressive complaints 
six times more often than non-abused women (6,10). One study in the USA 
observed a doubling of visits related to mental health among abused women (22). 
Other studies generally presented more undefined pain complaints in abused 
women (9,19,21,23), which will lead to an increased use of medical services for 
additional diagnostics. This is in line with findings in this study. 
Remarkably, we did not observe a higher amount of mental health problems in 
abused women. However, substance abuse is regarded as a mental health problem, 
which in turn, can lead to a referral. Apart from a small sample, most women in the 
present study lived in deprived neighbourhoods in Rotterdam, which is known to 
affect health negatively (27–29), and possibly lead to a higher quantity of mental 
health and somatic problems (30,31). Additionally, the Second Dutch National 
Survey of General Practice (2001) has shown that people living in urban areas and 
people with deficits in social support have more contact with GPs than people living 
in non- urban areas or people without deficits in social support (32). This covariant 
may have resulted in a lack of significant differences in nonspecific and other 
symptoms and problems between IPV victims and controls. 
The results of a higher number of reproductive health problems in IPV victims, 
support the relationship between IPV and an increased need for help for vaginal 
discharge and pregnancy termination, which has recently been observed in a 
population-based interview and cohort study (33,34). 
In 5 female victims with IPV, 1 was known by the GP. This percentage is higher than 
the 10% usually described in the literature (4). A likely explanation is that all 
participating GPs had been trained to recognize IPV in the previous three-to-six 
years. 
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Strengths and limitations 
A recent Dutch study reported that women with low levels of education were more 
likely to experience intimate partner violence than women with higher levels of 
education (35). Indeed, the cohort of women in this study contained more abused 
women with lower levels of education (26%) compared to non-abused women 
(12%) and the Dutch population (20.8%) (36). Therefore, it is important to match 
education between abused and non- abused women to reduce the effect of 
selection bias. Despite the small sample and real differences in low education for 
cases and controls, all cases in the present study were adequately matched for 
education. Independent researchers performed matching and data extraction to 
reduce observer bias further. 
Another strength of the present study is that data are not based on interviews with 
the danger of recall bias and social desirability of answers, but are objectively 
recorded in patient files. 
Case-control studies for this unusually vulnerable group including migrant women 
are difficult and relatively rare. In this study, both victims of IPV and matched 
controls were patients from the same practice, thus international classification 
(ICPC) and referrals were comparable in both groups. We also succeeded in com- 
posing a fairly reliable group of controls. 
Most IPV victims (80%) were not identified as such by their GP. The effects of IPV on 
healthcare utilization are very likely to be underestimated. 
A limitation of the current study is the exclusion of an unknown number of women 
due to illiteracy or poor language proficiency. They were not able to fill out the 
Composite Abuse Scale and did not take part in this study. Equally, the non-
response of GPs to make all medical records available despite several attempts is an 
important limitation. This has led to a relatively low number of controls, and 
hampered to match one IPV case with two controls. As such, the total number of 
cases in this study is relatively low. Enlargement of the study group might have led 
to more pronounced differences, in particular for nonspecific symptoms and 
traumas. 
  
        
Healthcare utilization by abused women:  
A case control study 
 
 
50 
2 
3 
Implications 
The typical pattern of healthcare utilization in women with IPV found in this study 
should alert general practitioners to consider and inquire about intimate partner 
abuse. Most IPV victims (80%) were not identified as such by their GP. Training on 
this  topic  has  proved  to  be  an  effective  method  to  increase  medical  professionals’  
awareness of IPV (27). 
Although several studies observed more visits to mental health services of abused 
compared to non- abused women, the usual support given by regular mental 
healthcare institutions does not always fulfil the needs of the victimized women 
(37,38). It has, therefore, been hypothesized, that victimized women might benefit 
more  from  an  informal  support  system,  such  as  women’s  advocates  rather  than  
institutionalized support (38). An easily accessible intervention program provided in 
an informal way, is therefore, fully recommended to support abused women. 
Half of the abused women in the present study were of immigrant origin. A very 
important finding is that migrants suffer more frequently from severe depression 
than native women. A cross-sectional study amongst migrant and native women in 
primary care has confirmed a higher likelihood of IPV among migrants compared to 
natives (6). Interestingly, migrant women are also known to be more vulnerable to 
die because of IPV (39). As a consequence, healthcare workers need to be very 
attentive to depression and IPV in migrant women. 
Conclusion 
In conclusion, abused women in primary care exhibit more social problems, 
problems with substance abuse and reproductive health problems. They use 
antidepressants more frequently and are more often referred to mental healthcare 
and for additional diagnostics than non-abused women. This typical pattern of 
healthcare utilization could alert general practitioners to inquire about partner 
abuse in the past. 
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Abstract 
Objective 
We aimed to gain insight into the process of help seeking of abused women visiting 
their family physician (FP). 
Setting 
Family practice in Rotterdam, The Netherlands.  
Method 
We used a qualitative method with interviews in a sample of 14 abused women, 
identified in an earlier cross-sectional survey with the Composite Abuse Scale (CAS) 
and the Beck Depression Inventory (BDI). This qualitative method with semi-
structured interviews was used to obtain information on the process of seeking 
help.  
Results 
Unawareness of the impact of abuse on themselves and their children, unfamiliarity 
and negative experiences with professionals and fear for their partner hampers 
abused women to seek professional help. Our study reveals that abused women 
need informal support by family and friends to ask for professional support. Current 
health care does not fit into the needs of abused women during the abuse they 
want more practical support, after the abuse they need also psychological help. In 
our study, FPs and mothers pay less attention to the impact of witnessing violence 
on children. 
Conclusion 
When women are unaware of the negative consequences of IPV, the physical and 
mental well being of themselves and their children they do not ask for professional 
support. Abused women view informal support is important in the changing 
process. FPs should be trained to pay more attention to informal support and be 
alert  to  children’s  well being. 
Keywords 
Intimate partner violence, woman, help seeking, family practice, children, 
qualitative method. 
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Introduction 
Intimate partner violence (IPV) is a very prevalent problem that mostly affects women. 
It is defined as physical, sexual, emotional and/or psychological abuse by a partner or 
an ex-partner and assumes power inequality between partners (1). Studies have shown 
that 37–41% of women, surveyed in waiting rooms of a family practice have, at some 
point in their lives, experienced IPV (2–4). A recent study among women in waiting 
rooms in Dutch family practices shows a prevalence of 30% (5).  
Signs of IPV include visible signs of beating like wounds, bruises and fractures (6). 
However, nonobvious symptoms and complaints, such as chronic neck and back pain, 
headaches, abdominal pain, sexually transmitted diseases, dizziness, anxiety, 
depression and substance abuse, exist as well. IPV leads to an increase in health 
problems and a more frequent utilization of health care (7–11). Not only does IPV have 
consequences for abused women, but also children who witness IPV are known to 
develop more mental health and behavioural problems than non-witnessing children 
(12, 13). 
Women  often  visit  their  family  physician  (FP)  for  their  own  or  their  children’s  health  
complaints; however, they do not easily disclose IPV during these visits (14). Research 
has identified several barriers for disclosing IPV including self-blame, hopelessness, the 
urge to protect their family, powerlessness and the wish to keep the abuse a secret 
(15). On the other hand, women who finally disclose the reality of their situation 
appreciate an empathetic and empowering approach from their FPs (16). 
Unfortunately, family doctors often hesitate to ask about partner violence, as they are 
afraid to offend their patient and do not know what support to offer (16–18). 
Both  the  women’s  reluctance to disclose and the physicians’  hesitations  lead  to  an 
underreporting of IPV in primary care. Reaching these victimized women therefore 
demands a high standard of communication skills of FPs. Insight into the process of 
seeking help on the part of abused women can lead to a better balance between the 
expected and the actual provided care for victims of IPV. The barriers encountered by 
abused women who already disclosed the abuse (to the FP) and received care or 
support has been studied previously (14, 19–21). Studies in primary care concerning 
barriers and expectations of abused women who did not disclose IPV are rare. We 
aimed to gain insight into the pattern of help-seeking behaviour of (undisclosed) 
abused women in family practice. 
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Methods 
Study design 
This study was part of a larger study evaluating the effects of support for abused 
mothers by trained lay mentors in family practice (Rotterdam, the Netherlands 
2007– 2010). We used interviews with a structured guide in a sample of abused 
women from whom we gathered quantitative data on partner abuse status and 
depression in an earlier study (5). Identification of partner abuse and depression 
took place with the Composite Abuse Scale (CAS) (22) and the Beck Depression 
Inventory (BDI) (23). For this study, we chose a qualitative approach to understand 
the social, emotional and interpersonal needs and personal experiences as well as 
perspectives of this hard-to-access patient population. Qualitative research 
methods are superior when seeking in-depth understanding  of  abused  women’s  
needs in primary care. 
Study participants 
Study participants were enrolled from a cross-sectional survey on prevalence of IPV 
among female patients ≥ 18 years in waiting rooms of family practices (5). From this 
study, a sample of 65 women with a positive score for IPV (CAS ≥ 7) derived and of 
whom 33 women agreed to be interviewed at a later stage. We aimed to include all 
abused women (n = 33) who consented to be interviewed at the time of the survey. 
The CAS measures the following subscales: physical abuse (PA), emotional abuse 
(EA), harassment (HA) and severe combined abuse (SCA) with 30 questions on 
violent incidents. Intimate partner violence is defined if the total score on the CAS is 
≥  7 (22). The BDI contains 21 validated questions about depressive feelings during 
the past week (0 = normal mood to 3 = feeling depressed) (5). A score >18 
determines  moderate  to  severe  ‘depression’.  The  level  of  education  as  reported  by  
the participants has been divided into low (no school, primary school and lower 
vocational education), middle (middle vocational education) and high (school of 
higher general secondary education, higher vocational education and university). 
Our study group was enrolled out of this group of women who consented to 
participate in an interview. 
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Data collection 
From April until May 2009, all interviews were con- ducted by a female IPV-trained 
medical student (MvB) and lasted 30–90 minutes. We used semi-structured inter- 
views. The interview guide was developed based on the WHO ethical 
recommendations for conducting research on domestic violence (24). An expert 
panel existing of the supervising committee of this PhD-study (GJP) discussed 
drafts. The interviews covered issues such as: barriers for disclosure of IPV to the FP 
and help-seeking strategies, experiences with and opinions on different healthcare 
providers, contacts with non-professionals, the type of help women preferred in 
dealing with IPV and the health care needed and provided for their children. 
The  interviews  were  conducted  in  Dutch  and  took  place  at  the  family  physician’s 
office  or  at  the  woman’s  home,  determined  by  the  woman’s  preference  and  safety.  
No severe language barriers were encountered during the interviews. At the end of 
the  interview,  all  women  received  a  gift  voucher  of  €15,  for  their  effort. 
Interviews were recorded with permission of the women, except for one woman 
who did not allow the interview to be recorded. The notes made during that 
interview were transcribed immediately after the interview. 
Data analysis 
Descriptive statistics (SPSS version 17.0; IBM, Amsterdam, the Netherlands) were 
used to describe the characteristics of the study group. The recordings of the 
interviews were transcribed and processed in ATLAS.ti. Two researchers (MvB, GJP) 
independently analysed all interviews after reading them several times to 
familiarize themselves with the data. These two researchers coded the themes in 
the interviews, compared and discussed these codes with each other to reach 
agreement. Codes in each interview were compared with those in other interviews 
and additional codes, which emerged from the discussions, were also applied to the 
transcripts. Themes emerged through this process of coding and discussion. The 
results of the analyses were discussed in the research team (GJP, SLFW, ALJ). The 
quotes underline the results and were translated from Dutch into English.  
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Results 
Descriptives of the sample 
We contacted all 33 abused women who gave permission for an interview using the 
telephone number provided on the consent form to schedule an appointment for 
the interview. Twelve women were excluded for several reasons. Four because of 
practical reasons: visit to native country, wrong telephone number and the request 
not to be contacted by telephone. Five women could not be reached, and three 
refused to participate after all. Eventually, 21 interviews were scheduled. Prior to 
the appointment, three women cancelled the interview because of family 
circumstances. Three women did not show up and could not be reached to 
reschedule. One woman was excluded because she was in a state of too much 
distress at the time of the interview. In total, 14 abused women with a positive 
score on the CAS were interviewed. The CAS scores ranged from 9 to 93, with a 
mean of 42.0 (SD = 26.7). The BDI scores ranged from 1 to 35 (mean 14.9; SD = 
10.2). The mean age of participating women was 38 years and ranged from 19 to 64 
years. Women with various levels of education were interviewed (Table I). Eight 
women were native Dutch, and six were migrant. The latter were interviewed in 
Dutch without problems. Ten women experienced IPV in the (recent) past, whereas 
four women reported currently being abused, which was unknown to their family 
physician (FP). In four of 14 cases, the FP was informed. Three of these women 
disclosed IPV after advice from their friends or relatives. In one case, the FP asked 
about  IPV  because  of  the  woman’s  injuries.  We  similarly  observed  that  half  of  the  
women suffered from clinically relevant depression (Table I). 
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Table I: Characteristics of the study population 
 n=14 
Age category years  
 19 – 25 2 
 26 – 35 5 
 36 – 45 4 
 >46 3 
Country of origin   
 The Netherlands 8 
 Morocco 2 
 Surinam 2 
 Iraq 2 
Number of children  
 None 6 
 1 3 
 2 4 
 3  1 
Education   
 Low 3 
 Middle 5 
 High 6 
CAS-score  
 Physical Abuse (PA) 13 
 Emotional Abuse (EA) 14 
 Harassment (HA) 10 
 Severe Combined Abuse (SCA) 8 
BDI-score   
 No/minimal depression (0-9) 5 
 Mild depression (10-18) 2 
 Moderate depression (19-29) 6 
 Severe depression (30-63) 1 
 
Barriers for seeking help 
Five barriers for seeking help emerged from the interviews: denial of IPV, lack of 
awareness about the consequences of IPV, inhibitive thoughts, negative 
experiences with professional support and fear of their partner (Box 1). Three 
expectations for support emerged: informal, practical and professional support 
(Box 2). 
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Box  1:  Women’s  barriers  for  seeking  professional  help  in  case  of  Intimate  Partner  Violence  (IPV) 
 
 
1. Denial of IPV: 
a. Problems were not serious enough for professional assistance;  
b. Behaviour of partner was not described as violent. 
 
2. Lack of awareness about the consequences of IPV: 
a. Witnessing  IPV  by  children  didn’t  harm  them, according to their mothers; 
b. Abused women were unaware of the relationship between their 
complaints and IPV. 
 
3. Inhibitive thoughts by women: 
a. I had to solve this personal problem myself; 
b. I’m  crazy’  and  ‘I  would  not  be  able  to  cope’  if  I  decided  to  visit  a  mental  
health care provider; 
c. Only physically abused women will be supported by the police; 
d. Shelter homes are for physically abused and migrant women; 
e. The family physician was not the right person to help me. 
 
4. Negative experiences with professional support: 
a. Police did not support me after notification; 
b. Negative experiences with family physician; 
c. Family physicians did not explain the relationship between the 
complaints and IPV during the consult; 
d. Not informed by family physicians about the negative consequences of 
witnessing violence for their children; 
e. Waiting list of mental health care institute is too long; 
f. Negative experiences with the mental health care institute. 
 
5. Fear for their partner: 
a. Fear for their partner leads to avoidance of professional support (report 
to the police, going to a shelter home or a family physician; 
b. Anger of their partner to discuss the problems with friends/family. 
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Box 2: Expectations for support by female victims 
 
 
1. Informal support (family/friends) to share and support them to appeal 
for care: 
a. I needed easily accessible empathic women (friends/family) to 
listen to my relational problems to provide moral support and 
understanding; 
b. Sharing my problems with others relieved me; 
c. After consulting my friends/relatives I decided to ask support of 
my family physician. 
 
2. Practical support:  
a. I need practical help (residence place, fill out forms) from friends 
and family  (informal support); 
b. I need practical support (accommodation, payment, fill out 
forms) from professionals (professional support); 
c. I want to learn how to deal with aggression and to change my 
behaviour by professionals. 
 
3. Professional support by healthcare providers: 
a. In my perspective, professionals had to listen and ask probing 
questions about the causes of my complaints; 
b. In retrospect, I needed professional treatment for psychological 
problems (PTSD, depression). 
 
Denial of IPV 
All interviewed women felt uncomfortable in their (past) relationship. Nevertheless, 
most of them did not consider or qualify their relational problems as partner abuse; 
neither did they consider their problems serious enough to seek professional help. 
Half of the interviewed women did not describe the behaviour of their partner as 
violent (Box 1). 
... if he had beaten me, I would have gone to the police immediately! [24 years] 
... Violent? No, ...... his personality, which was quite impressive ... he is verbally 
very strong ... [42 years] 
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Lack of awareness about the consequences of IPV 
This barrier to seek support consisted of two different areas of interest: awareness 
of the relation between experienced complaints and IPV and the impact of 
witnessing violence on their children. Eleven women did not connect 
psychosomatic and psychosocial problems to IPV. Consequently, they did not 
disclose the abusive situation to their FP. In addition, women generally did not 
report depressive feelings and other psychological complaints spontaneously during 
the interview. When asked about it specifically, seven women expressed having 
complaints such as gloom, lack of enjoyment combined with poor concentration, 
agitation, passivity and sleeping problems and subsequently talked freely about it. 
These seven women suffered from moderate (n = 6) to severe (n = 1) depression 
according to their BDI score.  
All mothers strongly stated that witnessing the violence had not negatively 
influenced the mental and emotional development of their children. Children of 
seven women had witnessed physical or emotional abuse (EA). 
There was more distance between us [my daughter and me] for a while, but I 
have to say that right now, every- thing is back to normal and I know for sure 
that she really does not have any problems with what happened.[42 years] 
 
One woman experienced both physical and emotional violence in her relationship, 
but claimed that she had been able to hide the physical abuse from her daughter. 
Two women said that their children had also been abused physically. In retrospect, 
they stated that their children suffered from learning and behavioural problems, 
because of the abusive situation during their adolescence. However, they never 
realized the possible connection between abuse and problems during the abusive 
situation. 
Inhibitive thoughts by women 
Half of the abused women tried to personally solve the IPV. Nine women refrained 
from seeking professional help. Most of the women never learned to seek 
professional support for personal problems, interpreted help seeking as a personal 
weakness or felt a taboo about asking a family physician or a psychologist for help.  
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This hinders them to seek professional and available help. In some cases, the 
referral to mental health care by the FP was too confronting. In addition, one 
woman avoided sharing her experience of partner abuse with family or friends and 
mentioned reasons as: too personal and concerns to burden others. 
My personality is such that I find it very difficult to seek help. Besides that, I 
come from a background where it is not accepted to ask help for your personal 
problems as such, especially not from outside your family. [49 years] 
 
The interviewed women hardly went to professional organizations like the police, a 
women’s shelter or a family physician for help, as they were unfamiliar with these 
sources of help. Three women went to the police to report physical abuse; others said 
they did not think the police would be able to help them. 
It was that shameful feeling again, as  if  going  to  the  police  tell  them:  ‘Hello,  I  
have  been  beaten  up  again’.  How  would  they  respond?  What  would  they  think  
of  me?  I  thought  that  they  would  probably  think:  ‘Why  has  she  been  beaten  
up?  What  has  she  done?’ [19 years] 
 
One woman went to a women’s  shelter  for  abused  women.  Many  women  believed  
that a shelter home was only for women who were being physically abused or for 
migrant women. Some of them thought their FP was not capable of handling 
psychological or relational problems. Ignorance of abused women about the 
competence of their healthcare providers and denial of the effectiveness of any 
help hampered them to seek professional support. 
I  don’t  believe  it  helps,  maybe  they  will  send  you  to  a  therapist,  but  they  can’t  
really help you. At home you are afraid, it is a totally different situation.  
[44 years] 
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Negative experiences with professional support 
Some women felt that FPs did not take them seriously. Despite the disclosure of 
IPV, all women reported mental health problems to their FP during and after facing 
IPV. The FP, however, never related these complaints to the IPV. Only one woman 
mentioned that the FP asked about abuse as the cause of her injuries. She disclosed 
to have been beaten up by het partner. After consulting friends and family, three 
women eventually disclosed IPV to the FP. As FPs did not know about the abusive 
situation in which their patients were involved, they referred seven women to 
mental healthcare providers. And even when doctors knew about the abusive 
situation, they indicated psychological problems and not partner abuse as reason 
for referral. 
Three of eight children received professional help by mental healthcare providers 
because of learning and behavioural problems at school. None of the women could 
recall that the FP had asked anything about the well being of the children regarding 
their witnessing of the violence. 
Six women had discouraging experiences with the help of the police and mental 
healthcare providers. For example, one woman had reported abuse by her partner 
to the police, they took him to the police office and within 2 hours, he was back at 
home. The woman was very dissatisfied and never went to the police again. 
If a woman was able to report the abuse to the police, they should address such 
a man [the abusive partner] immediately or talk to him privately or make sure 
that such a man is removed. [40 years] 
 
Three women who were referred to mental healthcare institutes quit the 
psychological help prematurely, due to changes of the healthcare provider or long 
waiting lists. 
I was being treated when my psychologist told me recently that she was 
leaving.  Now  that  I  have  to  start  all  over  again,  well,  I  don’t  feel  like  it.  
[33 years] 
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Fear for their partner 
Nine women mentioned that fear for their partner had hindered them to talk about 
the abuse with family, friends, colleagues and/or FPs. Some of them were afraid to 
speak with the FP, while others felt the same fear in sharing the abuse with family 
and friends. 
My ex-partner would never let me see a family  physician...  I  didn’t  even  know  
whether or not I had a doctor. [35 years] 
Expectations for support by abused women 
Three expectations for support emerged from the inter- views: informal, practical 
and professional support (Box 2). 
Informal support 
Almost all women were satisfied with the support of their family and friends. Sharing 
their problems was a relief for most women. It ‘opened  their  eyes’  to  the  
unacceptable way their partner had treated them and convinced them of the 
seriousness of the situation. They subsequently realized that more professional help 
was required, and six of them sought professional support. All of the interviewed 
women  indicated  that  ‘informal assistance’  is  important  to  provide moral support and 
understanding. This informal support also empowered them to actively seek change 
in their abusive situation and to ask for professional help (Box 2). 
I’ve  spoken  with  them  (friends)  about  the  situation  at  home...  finally  I  went  to  
the family physician. I told her about the situation at home ... [42 years] 
Practical support 
Besides discussing IPV, five women experienced practical help from their friends 
and relatives during the abuse (Box 2). Some stayed with a sister after leaving their 
abusive partner or turned to a friend for practical help with pressing charges at the 
police station against her ex- partner. 
He [a friend] accompanied me to the police station to make a statement and 
things like that. Because you need that, it is very difficult to manage everything 
yourself. [40 years] 
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Nearly one-third of the women needed and also expected also practical support 
from the police and from healthcare professionals in order to find accommodation, 
debt restructuring or to deal with the aggressive behaviour (Box 2). 
After that (IPV), I thought this is too much for me...I need support to deal with 
this. [49 years] 
Professional support 
Abused women both expected and needed professional support also from 
healthcare providers (Box 2). Nine women expected them to listen with attention 
and to actively enquire about their problems. They wanted FPs to explore the 
reasons for their frequent visits, without judging, during the abusive situation to 
understand the relation between their complaints and IPV (Box 2). 
You might think that you wouldn’t  see  someone  with  the  same  complaint  so  
many times for no clear reason, in a way you expect them (FP) to dig deeper 
and look for the underlying question at some point. [29 years]  
 
There is usually some time after partner violence, a strong need for psychological 
support in dealing with the depression and traumatic experiences. Some of the 
women were treated for depressive complaints, burnout or stress, but none 
received trauma treatment. 
After leaving my partner, I needed psychological help. I did not realize it at that 
time, but after a while I became depressed. [35 years]  
 
Summarized, our study reveals the expectations of abused women, who need 
informal support by family and friends to realize the seriousness of their situation. 
Informal support empowers them to ask for professional help. Beside this support, 
they also need practical and psychological support at a later stage.  
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Discussion 
The main and important finding of the present study is that although interviewed 
abused women feel dissatisfied with their relationship, they do not define themselves 
as victims of intimate partner abuse. This greatly influences their help-seeking 
behaviour, resulting in a lack of feeling the urge to seek professional help. Moreover, 
they think it will not be effective. This unawareness hinders women to take the 
advantage  of  services  offered  by  healthcare  providers.  Campbell’s  study  also  
describes  the  importance  of  labelling  the  partner’s  behaviour  as  abusive  by  the  
women (25). Our study also reveals that abused women  prefer  ‘informal  support’  
above seeking formal (healthcare) assistance. The benefit of sharing relationship 
problems with cooperative, supportive friends and relatives is that it raises abused 
women’s  consciousness  in  defining  the  abusive  behaviour  as  a  problem and 
empowers them to seek help and to consider possibilities to change their situation. 
Informal support is not only important to disclose IPV (26) but also to empower 
abused women to ask for professional help. After sharing their worries with friends 
and relatives, a few women did approach their FP for professional help. Healthcare 
providers who express concern and support, provide information and actively inquire 
with an empathetic, patient-centred and non-judgmental approach make abused 
women aware that alternatives to their violent situation exist and help them to 
continue the process of change and acceptance of professional support (16, 21). 
Moreover, the vulnerable position of abused women and their children calls of the 
FPs also attention for safety and stressed the importance of practical measures to 
guarantee the safety of the women. The safety recommendations for research (24) 
were in line with the needs of abused women for practical support and could also be 
applied for healthcare professionals. 
Most of the mothers indicate that their child has witnessed the abuse. Yet, they do 
not realize the impact on their children. Strikingly, the family physicians, who knew 
about the abusive situation did not pay much attention to these children. Although 
not recognized by the mothers, as observed in our study, previous research has 
pointed out that witnessing violence has serious consequences for the development 
and behaviour of children (12, 27). It seems that women in an early stage of change, 
who do not even recognize their situation as abusive and harmful to themselves, lack 
the awareness of what exposure to IPV does to their children.  
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In a qualitative study among abused women who seek help in a family violence unit, 
mothers acknowledged behavioural problems of their children as a result of the 
violence they witnessed (28). These women can be considered in a later stage of 
change as they have already taken action to improve their situation. In our study, we 
enrolled women from a sample of mostly non-disclosed abuse and unaware of the 
impact of IPV on their children. Women, aware of the effects of violence on their 
children, are much more motivated to really change the abusive situation and to seek 
help (13). Moreover, every professional who deals with abused women has to keep in 
mind  to  always  ask  about  the  children  and  assess  their  safety.  Children’s  well-being 
and safety are very important to women, and the need to protect them might be the 
strongest drive for change and/or leaving the abusive partner (29). 
Burke et al. describe change in women with a history of abuse as a gradual process in 
several stages (30). The first stage (pre-contemplation)  is  defined  as:  ‘the  woman  
does not recognize the abusive behaviour as a problem and is not interested in 
change’.  The  second  is  the  stage  of  contemplation  described  as:  ‘the  woman  
recognizes the abusive behaviour as a problem has an increasing awareness and 
weighs  the  benefits  and  disadvantages  of  change’.  Burke  et  al.  describe two 
processes, which supports abused women to move from the pre-contemplation to 
the contemplation stage: consciousness raising and helping relationships (30). This 
means that abused women need new information to become aware of the abuse as 
such and are supported to develop safety plans, learn how to protect themselves and 
their children mostly by informal support of family and friends. 
Comparing our  study  group  to  Burke’s  model,  most  of  the  (undisclosed)  interviewed  
women are in transition from stage 1 to stage 2 of change: pre-contemplation to 
contemplation and needed informal support to become aware of the severity of their 
situation (30). 
Abused women in these early stages of change are often referred to mental health 
care after disclosure. Most providers consider abuse as a mental healthcare problem. 
Negative experiences with mental healthcare providers will discourage abused 
women to continue the changing process. Some women quit therapy in particular 
because of frequent changes of mental health providers. Often they do not adhere to 
this type of care, as it does not really fit their needs. For instance, practical support 
(accommodation, debt restructuring) is underexposed in mental health programs, 
which may lead to a low adherence and subsequent early termination of professional 
support.  
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Moreover, it became clear that not only practical support by professionals but also 
more practical informal support is desired. Given that female victims of IPV are 
commonly isolated by their abusive partner, it is clear that increasing their social 
support system may be an important point of intervention (31). New low threshold 
outreaching interventions in (mental) health care like home visiting will help to 
empower their social support. To contact, helping relationships like friends and family 
will  support  to  ‘open  their  eyes’  and  to  recognize  the  abusive  behaviour  as  a  problem.  
To continue the change to the stage of contemplation, this informal support needs 
the attention of healthcare providers by asking women whether they have talked to 
their friends and relatives about the abuse (31, 32). 
Our study in particular reveals that the women who were out of the abusive 
relationship expressed the need for professional psychological support and treatment 
for their traumatic experiences to protect them from future IPV. Our study also 
showed that abused women in the first stage of change (pre-contemplation) needed 
helping informal relationships and practical support from both friends and 
professionals. At that stage, they may not see the need for professional psychological 
support and treatment for their traumatic experiences to protect them from future 
IPV. Abused women need informal and professional support to increase their 
awareness, to weigh the pros and cons of change, to accept professional mental 
health care to reach the stage of contemplation. Besides informal support, the on-
going involvement and monitoring by the family physician regarding their process of 
change might appear to be essential for the patient to persevere. Healthcare 
professionals will see women at all stages of the process of dealing with IPV. They 
have  to  realize  that  women’s  disclosure  of IPV does not necessarily mean that they 
are ready to end the relationship. Nevertheless, it is an opportunity to inform them 
about available sources for further help and ask explicitly to the quality of their social 
support network. 
In spite of the need for psychological treatment for their traumatic experiences, none 
of the women received trauma treatment as recommended in Dutch multidisciplinary 
guideline (e.g. CBT/EMDR). Further research is recommended to investigate the 
effectiveness of psychological treatment for posttraumatic stress disorder (PTSD) for 
abused women (32, 33). 
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Limitations and strengths of this study 
Our study has several limitations. A qualitative study is designed to identify themes 
and results cannot be generalized. We cannot presume that our findings are 
applicable for all abused women, as we interviewed a small study group who were 
willing to be interviewed. A broader range of needs of victimized women could 
emerge in additional research in primary care.  
Only women visiting their family physician, without their partner, have been enrolled. 
Our method excluded a group (of unknown extent) of women currently in an abusive 
relationship but not visiting the family physician. Moreover, many women with a 
positive score on the CAS refused to participate in the study. Most of these women 
are currently in a violent relationship. Again, this makes clear that abused women are 
very difficult to reach for professional support and hence limit our under- standing of 
their healthcare needs. Nevertheless, we were able to interview 14 abused women 
with different characteristics (Table I). 
Implications for practice 
Abused women visit their family physician more frequently than women who are not 
abused (7, 34). Nevertheless, their reluctance to disclose the IPV or discuss somatic 
and psychosocial complaints related to the abuse together with ignorance of the 
possibilities of healthcare support can keep them in an isolated position. Family 
physicians need to be appropriately trained to recognize IPV, to assess the possibility 
of mental health problems, for example, depression and must always ask about the 
children  to  assess  their  safety.  Children’s  well-being and safety are very important. In 
case, the mother also suffers from clinical depression, these children might benefit 
from a parenting home visit intervention (35). 
Women wish an empathetic, supportive and non-judgmental approach of their family 
physician to start to change their violent situation at home. Informal support, such as 
with friends and relatives, enables abused women to talk more freely about their 
relational problems (26) and will help them in the end to accept professional health 
care more easily. Moreover, it will reduce the risk of adverse mental health outcomes 
among abused women (36, 37). Family physicians should explore together with 
abused women the most appropriate kind of (mental health) support in dealing with 
IPV and assess safety and the needs of the children. Therefore, an individually tailored 
approach to change their situation and accept professional support is needed. New 
treatment programmes in mental health care containing both practical (accommo-
dation, debt restructuring) and psychological interventions are recommended. 
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Conclusions 
The abused women of our study group are unaware of the consequences of the 
violence for themselves and their children on physical and mental well-being; they 
do not see the need for professional support. This isolates them from professional 
support. Family physicians can play an important role in recognizing abused 
women. They should be more alert regarding the well being of children witnessing 
IPV. First of all, these women need help to define their problems and obtain insight 
into possible change and opportunities for support. 
Moreover, the gap between offered mental health care and the needs of abused 
women does not encourage victims of IPV to accept and continue professional 
support. The content of mental healthcare programs (information, practical issues) 
and limitations of these institutions (frequent changes of healthcare providers, long 
waiting list) are not in line with the needs of abused women seeking help in an early 
stage of change. This gap needs to be bridged. Finally, abused women who did not 
disclose and do not recognize the abusive situation as a problem (pre-
contemplation) prefer informal support as well as practical help. Active listening by 
professionals supports women in their process and readiness to change. Abused 
women who are aware and ready need practical support as well as psychological 
help after the abuse. Training for healthcare providers on the specific needs of 
abused women and their children is essential. 
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Abstract 
Purpose 
Intimate partner violence (IPV) against women is a major, global societal problem 
with enormous health consequences both for mother and child. Home visiting 
interventions in families at risk of abuse seem promising in decreasing IPV. In this 
systematic review, we aim to assess the effectiveness of home visiting in reducing 
IPV experienced by women.  
Methods 
We conducted a systematic review using the Pubmed, PsychINFO and Embase 
databases from inception until March 2014, with a specific search strategy for each 
database. 
Results 
Of the 1258 articles identified, 19 (six different home visiting studies) met our 
inclusion criteria and were examined in detail. Three different types of studies were 
identified: the primarily focus of one study was on the abused mother and the 
secondary focus on the children (Australia); two studies (Hawaii, The Netherlands) 
with a primarily focus on reduction of child abuse and a secondary focus on IPV and 
finally three studies from the USA, which only aimed at reducing child abuse by 
providing support to the mother. The Australian study reported a significant 
lowering of the IPV score at one-year follow-up. The Hawaii-study showed 
significantly lower rates of physical assault after 3 years follow up and the Dutch 
study showed a significant decrease  of  mothers’  physical  assaults  2  years  after  
birth. The other three studies showed no significant reduction of IPV.` 
Conclusions 
Home visiting interventions that pay explicit attention to stopping IPV seem to be 
effective in reducing IPV. However, it is not known whether these results are 
effective in the long term.  
Keywords 
Home visiting, abused women, abused children, high risk for abuse, randomized 
controlled trials. 
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Introduction   
Intimate partner violence (IPV) against women is a major, global societal problem 
with enormous health consequences.1,2 IPV  is  defined  as  “violence  caused  by  a  
(ex)partner in an intimate relationship and consists of physical, emotional, 
psychological  and  sexual  abuse”.2 In primary care, the prevalence of ever 
experiencing IPV is between 30-41% and is rarely identified by healthcare 
providers.3-7 Abused women suffer significantly more from (mental) health 
problems, specifically depression, than non-abused women.1,2,8-11 Children who 
witness IPV present more emotional and behavioural problems than the children of 
non-abused women.12-14  According to a meta-analysis, 63% of child witnesses to 
IPV have poorer emotional health than that of the average child.15 IPV is 
detrimental for children and adolescents and is therefore regarded as child abuse.  
A significant correlation has been made between the effects of experiencing child 
abuse and violence in adult relationships. Men who grow up in violent families are 
more likely to be a perpetrator of abuse while women run a higher risk of becoming 
a victim of IPV. 16,17  
The research has shown that there is also a high risk of physical child abuse in 
families with actual IPV.17 Interventions focused on reducing IPV are also expected 
to reduce child abuse and prevent intergenerational transmission of IPV.  
It is known that screening leads to increased identification of abused women, 
however no evidence is found that suggests that screening increases referrals to 
domestic violence support services.18 Furthermore, screening does not reduce the 
level of violence experienced by women.18 Violence does not stop with 
identification only.19 In addition, abused women are commonly isolated by their 
abusive partner and abused women in disadvantaged areas find it hard to share 
psychosocial problems with healthcare providers.20-22 The huge negative health 
consequences for abused women and their children, as well as the obstacles that 
must be overcome to reach these families at risk, stress the need for easy, 
accessible interventions for socially isolated families in order to deliver effective 
interventions to stop IPV.  
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The question remains: which easily accessible interventions are effective in 
stopping IPV? A Cochrane review of IPV advocacy interventions argued for early 
intervention for women who are in an actual violent situation at home.23 Early 
interventions are also key in preventing child abuse. Isolation and depression are 
common consequences for abused women.11,23 A  ‘mentor  mother’  advocacy  model 
with a home visiting program for abused pregnant women was effective in offering 
social support, education, and assistance with needed community resources.24  
Home visiting strategies have been shown to reduce maternal depression,25,26 but 
were less successful in reducing depression when IPV was present.27 Several home 
visiting studies among disadvantaged socially isolated mothers reported a reduction 
of child abuse when the intervention continues after birth.28,29 It seems that home 
visiting interventions create opportunities to reach abused women and their 
children and possibly can lead to a reduction of IPV. Home visiting intervention 
focused on mothers experiencing IPV, measuring IPV, as a primary outcome should 
be investigated. To date no systematic reviews have been published on 
investigating the reduction of IPV through home visiting interventions, for mothers 
in high-risk abusive families. The aim of our systematic review is to assess the 
effectiveness of randomised controlled trials (RCT) as it relates to home visiting 
interventions in high-risk women with children in reducing IPV. 
 
Materials  and  methods 
Search strategies 
With the aid of a librarian skilled in systematic reviews, searches on PubMed, 
PsycINFO and EMBASE databases were conducted, as well as searches into trial 
registers for studies published in English, which examined the effect of a home 
visiting intervention for women with children to reduce intimate partner violence. 
Keywords used were: abused women, abused mothers, battered women, intimate 
partner violence, domestic violence, home visiting, abused children, adolescents, 
partner abuse and child abuse (box 1). For the other databases similar terms were 
used. The search was carried out from inception of the databases until March 2014, 
and not restricted by country. 
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Box 1: Search terms used for PubMed database 
 
((((((((((((Child*[tiab] OR infant[tiab] OR young[tiab] OR youth[tiab] OR adolescent[tiab] 
OR minors[tiab] OR minor[tiab] OR teens[tiab] OR women[tiab] OR woman[tiab] OR 
partners[tiab] OR partner[tiab] OR spouse[tiab] OR spouses[tiab] OR wives[tiab] OR 
wife[tiab] OR parent[tiab] OR parents[tiab] OR father[tiab] OR fathers[tiab] OR 
mother[tiab] OR mothers[tiab] OR son[tiab] OR sons[tiab] OR daughter[tiab] OR 
daughters[tiab] OR family[tiab] OR girls[tiab] OR girl[tiab] OR boy[tiab] OR boys[tiab])) 
OR ("Infant"[Mesh] OR "Young Adult"[Mesh] OR "Adolescent"[Mesh] OR 
"Minors"[Mesh] OR "Child"[Mesh] OR "Family"[Mesh] OR "Women"[Mesh] OR "Sexual 
Partners"[Mesh] OR "Spouses"[Mesh] OR "Parents"[Mesh] OR "Fathers"[Mesh] OR 
"Mothers"[Mesh] OR "Family"[Mesh])))  
AND  
((((("Rape"[Mesh] OR "Sex Offenses"[Mesh] OR "Infanticide"[Mesh] OR 
"Homicide"[Mesh] OR "Behavior, Addictive"[Mesh] OR "Compulsive Behavior"[Mesh] 
OR "Dangerous Behavior"[Mesh] OR "Aggression"[Mesh] OR "Stalking"[Mesh])) OR 
("Sexual Harassment"[Mesh]))) OR (Abuse[tiab] OR abusive[tiab] OR abused[tiab] OR 
battered[tiab] OR battering[tiab] OR violent[tiab] OR violence[tiab] OR assaultive[tiab] 
OR neglect*[tiab] OR maltreatment[tiab] OR rape[tiab] OR sex offence*[tiab] OR 
sexual offence*[tiab] OR murder*[tiab] OR homicid*[tiab] OR harrassment[tiab])))) OR 
("Child Abuse"[Mesh] OR "Child Abuse, Sexual"[Mesh] OR "Battered Child 
Syndrome"[Mesh] OR "Munchausen Syndrome by Proxy"[Mesh] OR "Elder 
Abuse"[Mesh] OR "Spouse Abuse"[Mesh] OR "Battered Women"[Mesh] OR domestic 
violence[tiab])))  
AND  
(home[Title/Abstract] OR visit*[Title/Abstract] OR mentor*[Title/Abstract] OR 
counseling[Title/Abstract] OR "Patient Advocacy"[Mesh] OR "Social Support"[Mesh] 
OR "House Calls"[Mesh]))) NOT (medline[sb]))) OR (((medline[sb]))  
AND  
((Randomized Controlled Trial[ptyp] OR Meta-Analysis[ptyp] OR systematic[sb]))) 
 
Inclusion and exclusion criteria 
Randomised controlled trials investigating home visiting interventions for women 
and children with a high risk for IPV, which explicitly measured IPV as an outcome, 
were selected. Studies without IPV as outcome measure, non-IPV interventions and 
legal advocacy interventions were excluded.  
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Study selection 
The initial selection of studies by title and abstract was based on the inclusion 
criteria (Table I) and carried out by two reviewers (GJP, SLFW) under supervision of 
the supervisory committee. The selected studies were assessed and scored by two 
independent reviewers (GJP, JvdW). Any disagreements were settled by input from 
two other reviewers (SLFW, ALML). The reference lists of these articles were 
reviewed to retrieve additional articles. References of available systematic reviews 
were also reviewed.  
 
Table I: Inclusion criteria  
 
 
Risk of bias assessment and data extraction 
Two investigators (GJP, JvdW) assessed the risk of bias of selected studies using the 
tool of the Cochrane Collaboration.30 The information that was extracted from 
multiple papers relating to the same study was combined.  
 
  
Types of studies: 
All randomized control studies examining the effect of home visiting 
interventions for abused women and/or their abused children to reduce 
intimate partner violence.  
Types of participants: 
Abused mothers, mothers with abused children 
Types of exposure: 
Intimate partner violence, home visiting  
Outcome measures: 
Intimate partner violence 
        
 
Chapter 5  
 
 
83 
5   5 
Results 
The initial search resulted in a total of 1258 articles after excluding 20 duplicate 
articles. Figure 1 describes in detail the selection process resulting in 19 included 
articles.31-49 These 19 articles described six different home visiting studies: the 
Mothers’  Advocates  In  the  community (MOSAIC) in Melbourne (Australia)31,32 
Healthy Families in Alaska (HFAK)33,34, the Nurse-Family Partnership (NFP)-
intervention with paraprofessional and nurses in Denver35-37, the Healthy Start 
Program (HSP)-study in Hawaii38-41, the Nurse-Family Program (NFP) in Memphis 
Tennessee42-46 and one in The Netherlands, Voorzorg (Precare).47,48 Voorzorg (NFP, 
Amsterdam) which is a Dutch equivalent of the NFP. The characteristics that were 
extracted from the six individual studies included: year, country of the study, 
participants, intervention (including duration), comparison care, data monitoring, 
data source and the primary outcome for IPV-measures (Table II). The home visiting 
interventions and where applicable, the study protocol and follow up studies of 
each of the RCT articles were described. None of the studies reported explicit type 
or duration of support during the follow up. The control groups continued to 
receive care as usual except NFP Denver and NFP Tennessee (table II).  
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Figure 1: Flow chart of evidence search and selection 
  
PubMed 1072 articles EMBASE 100 articles PsycINFO 86 articles 
1258 articles 
1238 titles identified  
(two researchers) 
20 duplicated articles 
174 abstracts  
were assessed 
1064 titles excluded for the 
following reasons: study not 
related to abused mothers, 
abused children, IPV, intervention 
home visiting or RCT 
28 full articles assessed  
by two researchers 
146 abstracts excluded for the 
following reasons: not related to 
IPV, child abuse or home visiting 
19 article included 
18 articles excluded: did not  
match with inclusion criteria  
(home visiting, IPV) 
9 RCT articles found by review 
of references of selected articles 
MOSAIC-Study  
in Melbourne 
(2 articles) 
HFAK-Study  
in Alaska  
(2 articles) 
NFP-Study  
in Denver  
(3 articles) 
HSP-Study  
in Hawaii  
(4 articles) 
NFP-Study  
in Memphis 
Tennessee  
(6 articles) 
NFP-Study  
in Amsterdam 
(2 articles) 
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Table III describes the risk of bias and presents that none of the included six RCTs 
are at risk for adequate methods of sequence allocation and concealment of 
allocation. Blinding of participants and personnel was not possible in all included 
studies (Table III). Blinding of outcome assessors was not possible in three studies 
HFAK (Alaska), NFP (Memphis Tennessee) and NFP (Amsterdam).  
 
These six studies described three different home visiting interventions: 
1. The MOSAIC study primarily aimed to reduce IPV by focussing on support to 
and education of the abused mothers on how to manage partner violence;  
2. Three studies HFAK, NFP(Denver) and NFP(Memphis Tennessee)  conducted 
visits in high-risk families, which only aimed at reducing child abuse by 
supporting the mother and did not pay attention at reducing IPV; 
3. The other two studies, HSP(Hawaii) and NFP(Amsterdam) conducted visits in 
high-risk families or high-risk pregnant women with a primary focus on child 
abuse and a secondary focus on partner violence. 
The abused women in the MOSAIC-study received support for a 12-month period 
from non-professional mentor mothers, the controls in this study received care as 
usual. The Composite Abuse Scale (CAS) was used to measure IPV at baseline and at 
the end of the study. Only the CAS presented a cut-off  score  for  IPV(CAS≥7)  
resulting in no false positives. MOSAIC reported weak evidence of a difference in 
mean CAS score at one year follow-up (15.9 vs 21.8, adjusted difference -8.67, 
95%CI: -16,2- -1,15; p=0.03).32  
The HFAK study(Alaska) provided two year home visit program to high risk families 
after the birth of the children and measured physical and psychological abuse with 
the (conflict Tactical Scale (CTS)2 only at follow-up after 2 years. This study defined 
physical abuse as 3 or more incidents in the past year and psychological abuse as 12 
or more incidents in the past year. They reported no significant reduction of 
physical (adjusted OR 0.80; 95%CI 0.48-1.32; p=0.38) and psychological abuse 
(adjusted OR 0.81; 95%CI 0.58-1.14; p=0.23).33,34  
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The NFP(Denver) provided a home visit program over two years period to high risk 
families by paraprofessionals, nurses compared with controls. Women in the 
control group were given developmental screening and referral services for children 
at 6,12,15,21,and 24 months of age. This study did not describe a loss to follow up 
after 24 months and only the nurse-visited women showed less domestic violence 
from partners during the 6-month interval before the 4-year interview (6.9% vs. 
13.6%,p= 0.05). This study reported on domestic violence which was defined as 
being slapped, kicked, choked, or threatened with a knife or gun measured with the 
CTS1.36,37 
The HSP(Hawaii) study offered home visits by paraprofessionals to high-risk families 
and provided direct services to decrease child maltreatment by improving family 
functioning over a 3 year period. This was the first home visiting study, which also 
paid attention to reducing IPV as a risk factor. IPV was measured with the CTS1 at 
baseline and with the CTS2 at 3 and 9 years follow up. This study reported 
significantly lower rates of physical abuse (IRR, 0.85; 95% CI: 0.71-1.00) only after 
three years follow-up.40,41 Although the rates of IPV victimization were lower after 9 
years, these results were not statistically significant.  
In the NFP(Tennessee) study weekly home visits were conducted over a 2 year 
period and IPV was not measured at baseline and after 3 years follow up. This study 
reported the results of a home visiting program provided by nurses to mothers up 
to 2 years after the birth of their first child with follow up visits after 3, 6, 9 and 12 
years after birth. After 6 years IPV was measured with CTS1 and no statistical 
significant results were found.42-46 
The NFP(Amsterdam) study offered 50 home visits before and 2 years after birth. It 
aimed at improving the high-risk young (teenage)  mother’s  health  during  pregnancy  
and  the  child’s  health  and  development,  by  helping  parents  become  more  
competent  in  childcare  through  increasing  mother’s  personal  development.  The  
nurses, who visited the women in the intervention arm, also paid attention at 
identifying IPV and its consequences for the child. In instances when IPV was 
present, the nurses emphasis this subject at each visit. This study used the Dutch 
version of the CTS2 to measure IPV and reported that the prevalence physical 
assault was significantly lower amongst women in the intervention group (OR 0.46; 
95%CI 0.24 to 0.89) at 2 years after birth. Psychological assault and sexual coercion 
were not significantly different.49 
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Durations and content of home visit interventions were different. The duration of 
the HSP(Hawaii) home visiting was at least 3 years and the MOSAIC study was the 
shortest with 12 months(table III). Only the MOSAIC, HSP(Hawaii) and the 
NFP(Amsterdam) paid explicit attention to reducing IPV while other studies only 
measured IPV. Furthermore, the durations of follow up varied.  
In the included studies, different questionnaires were used to measure IPV.  
MOSAIC used the CAS and all other studies used two different versions of the 
Conflict Tactics Scale(CTS1 and CTS2). The NFP(Amsterdam) also used the Abuse 
Assessment Screen (AAS) at baseline in addition to the CTS2. HFAK(Alaska) used the 
CTS2 and the HSP(Hawaii) used the CTS1 at baseline and the CTS2 at follow-up. 
Both the NFP(Denver) and NFP(Tennessee) used the CTS1. The CTS1 measured only 
physical abuse. Although these studies used the same questionnaire, they used 
different  definitions  to  establish  physical  abuse.  The  NFP(Denver)  defined  ‘any  
domestic  violence’  during  the  past  6  months  as  physical  abuse  and  NFP(Tennessee) 
measured physical abuse over the previous 6 or 3 years(Table III). The HFAK(Alaska) 
defined 3 or more incidents in the past year as physical abuse. All these differences 
made it impossible to compare outcomes of studies using the same questionnaires.  
MOSIAC, HSP(Hawaii) and NFP(Amsterdam) measured physical, psychological and 
sexual abuse and HFAK(Alaska) measured only the physical and psychological 
abuse(table III). Due to heterogeneity of outcome measures and duration of follow-
up, pooling of these results was considered inappropriate.  
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Discussion 
Three of the six home visiting programs, which paid specific attention to reducing 
IPV for mothers, showed a statistically significant reduction of IPV in the short-term. 
The other three home visiting programs presented no specific intervention to 
reduce IPV and did not show a significant reduction of IPV. Their outcomes stressed 
the importance of specifically addressing IPV by supporting abused mothers during 
the home visiting interventions. The added benefit of these interventions , which 
focused on stopping IPV, was the possibility of also  minimizing intergenerational 
transmission of IPV and reducing child abuse as well. 50,51 Home visits support 
parenting and a positive parental relationship helps children to cope adequately 
with the negative effects of witnessing IPV.52 This outcome is also in line with the 
recommendation of the WHO to implement home visiting focused on women 
experiencing IPV and to measure IPV as a primary outcome.53 It also emphasizes 
that IPV does not stop when it is identified. A recent review stresses the importance 
of combining the identification of IPV with a therapeutic intervention intended at 
stopping IPV.18,54 
Another review, only focusing on improving child health and minimizing child abuse 
by home visiting, concluded that three of the 12 home visiting programs included: 
Early Start(New Zealand), Healthy Family America(HFA) and the Nurse-Family 
Partnership(NFP) had favourable outcomes on health, child-development and 
reduction in child maltreatment.55 It showed that home visiting was a promising 
way to work with families who were challenging to engage in supportive services. It 
is remarkable that IPV was not addressed even though it was known that home 
visiting programs designed to prevent child abuse had limited effect especially 
when children were continuously exposed to witnessing violence against their 
mothers.56 All these findings stressed the importance of combining home visiting 
with attention to actual abused mothers, in preventing child abuse.  
Our study shows several difficulties in measuring IPV, which hindered clear 
identification of IPV. The HSP-studies40,41 used different versions of the CTS, which 
hampered the process of drawing  comparisons. The NFP(Denver) and the 
NFP(Tennessee) used different norms to define IPV although they used both the 
CTS1. The HSP(Hawaii) used CTS1 and CTS2(Table III) which hinders comparison.  
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Duggan et al.(2004)40 described  mixed  findings  about  the  program’s  effectiveness  
during the first 3 years, but dichotomized the different types of IPV as present or 
absent. In contrast, Bair-Merritt et.al.(2010)41 considered the IPV of the same HSP-
study as a count variable and tested the difference in rates between groups. The 
use of rates is preferred since any threshold for the number of IPV acts, in instances 
where a relationship is considered to have IPV, remains arbitrary. The MOSAIC-
study in Australia used the CAS-questionnaire validated to identify IPV in clinical 
settings.31,32 This instrument is also used in different European countries and also 
uses a cut off score for the presence of IPV. Other questionnaires used to identify 
IPV are the Women Abuse Screening Tool (WAST), which comprises of 8 self-report 
items or the Abuse Assessment Screen(AAS), which comprises of 5 clinician-
administered items with good sensitivity, specificity, and test-retest reliability.57 
Heterogeneity of questionnaires and different interpretations of the outcomes 
hinders the comparability of the results of IPV-studies.  
Quality of the evidence 
The included studies yielded very low to moderate quality evidence (Table III). With 
respect to risk of bias, blinding of participants and personnel was very difficult for 
this kind of interventions. 
Limitations and strengths 
Our study is limited by the choice of databases, limitation of language and inclusion 
criteria. Another limitation is that most studies did not describe what kind of 
alternative healthcare support the control group received during follow-up. In most 
studies the controls received usual care; controls of NFP(Denver) and 
NFP(Tennessee) received free developmental screening and referral services for 
children at age 6,12 and 24 months in addition to usual care. 
The strength of our review is that it included RCT-studies for mothers at high risk of 
intimate partner abuse while taking care of their children. Most interventions were 
either focussed on IPV or on child abuse. Intervention studies, which integrated 
reduction of IPV and child abuse, were rare. As far as it was noted this was the first 
review of studies that investigated the reduction both of IPV and child abuse. 
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In addition with this, the second strength of our study was that because of this, we 
investigate effectiveness for intervention to stopping IPV in the future by minimized 
intergenerational transmission of IPV. By this our study reviewed opportunities on 
prevention IPV.  The last strength was that our review revealed the importance of 
homogeneity of criteria measuring IPV and the duration of follow up.  
Implication for practice and recommendations. 
The benefit of home-visiting interventions was the success in reaching high-risk 
women and families. Home visiting seems a promising intervention to stay in contact 
with these vulnerable women with children who were notoriously hard to reach 
through regular services. This article highlights some improvements: 
Supporting mothers in dealing more adequately with IPV is beneficial for mothers and 
minimizes child abuse for at least one year. To date, home visiting interventions do 
not describe witnessing IPV as a kind of child maltreatment. Outreach interventions 
like home visiting seem helpful to reach these high risk and abused mothers with 
their children. Empowerment of mothers is effective both for mother and child. Our 
study only revealed short-term effects and long-term investigations are needed. 
The variety of questionnaires hindered adequate comparison of the effectiveness of 
different intervention to stop IPV. The need to use one unambiguous questionnaire 
to measure IPV has increased. 
 
Conclusion  
This systematic review showed that evidence of effective home visiting intervention 
for IPV is lacking. Short-term effects of home visiting interventions seem effective in 
reducing IPV when the interventions address IPV and support the abused mother. In 
addition, development of internationally comparable questionnaires to identify IPV 
and long-term home visiting interventions will be recommended. 
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Abstract 
Background 
Intimate partner violence (IPV) against women is a major health problem and 
negatively affects  the  victim’s  mental  and  physical  health.  Evidence-based 
interventions in family practice are scarce. 
Objective 
We aimed to evaluate a low threshold home-visiting intervention for abused 
women provided by trained mentor mothers in family practice. The aim was to 
reduce exposure to IPV, symptoms of depression as well as to improve social 
support, participation in society and acceptance of mental health care. 
Methods 
A pre-post study of a 16-week mentoring intervention with identified abused 
women with children was conducted. After referral by a family doctor, a mentor 
mother visited the abused woman weekly. Primary outcomes are IPV assessed with 
the Composite Abuse Scale (CAS), depressive symptoms using the Symptom 
Checklist (SCL 90) and social support by the Utrecht Coping List. Secondary 
outcomes are analysed qualitatively: participation in society defined as 
employment and education and the acceptance of mental healthcare. 
Results 
At baseline, 63 out of 66 abused women were referred to mentor support. Forty-
three participants completed the intervention programme. IPV decreased from CAS 
total  46.7  (SD  24.7)  to  9.0  (SD  9.1)  (P  ≤  0.001)  after  the  mentor  mother  support  
programme. Symptoms of depression decreased from 53.3 (SD 13.7) to 34.8 (SD 
11.5)  (P  ≤ 0.001) and social support increased from 13.2 (SD 4.0) to 15.2 (SD 3.5) (P 
≤  0.001).  Participation  in  society  and  the  acceptance  of  mental  health  for  mother  
and child improved. 
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Conclusions 
Sixteen weekly visits by trained mentor mothers are a promising intervention to 
decrease exposure to IPV and symptoms of depression, as well as to improve social 
support, participation in society and the acceptance of professional help for abused 
women and their children. 
Keywords 
Depression, family practice, home visiting, intimate partner violence, mentor 
mothering, social support. 
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Introduction 
The World Health Organization considers intimate partner violence (IPV) against 
women by male (ex)- partners a major health problem.1,2 IPV  is  defined  as  ‘violence  
caused by an (ex)-partner in an intimate relationship and consists of physical, mental 
and/or  sexual  abuse’.3 Abused women suffer significantly more from physical and 
psychological problems than non-abused women.1,2,4–6 Fifty to 60% of the women in 
an abusive relationship suffer from depressive complaints.7–9 Abused women are 
commonly isolated by their abusive partner.10 Social isolation is characterized by lack 
of fulfilment of social needs in formal and informal contacts.11 
Increasing social support and participation in society is beneficial to the well-being of 
them.10,12 Not only the direct victims of IPV but also their children experience 
significantly more behavioural and emotional problems than children of non-abused 
women. Therefore, more attention of healthcare workers is warranted.13–15 Victims of 
IPV rarely spontaneously disclose the abuse to their health care providers.16,17 Hence, 
the identification of IPV is very low and complex.18 A recent review showed that 
screening resulted in an increased identification of abused women, but did not 
increase the numbers referred for support. Moreover, screening did not reduce the 
level of violence experienced by women; this underlined the need for easy accessible 
interventions.19 
Abused women visit their family doctor (FD), who also provides health care to their 
children, more frequently than non-abused women.20,21 Providing support to abused 
mothers might have a positive effect on inter- generational transmission.4,22,23 A 
positive parental relationship will help children to cope adequately with the negative 
effects of witnessing IPV.24 Therefore, suitable interventions in primary care are 
crucial opportunities to reach abused mothers and their children.10,15 Here, we 
adapted the mentoring  programme  for  abused  mothers  [MOthers’  Advocates  In  the  
Community (MOSAIC)] in Melbourne,25 broadened the target group to abused 
mothers with children under 19 years living at home and shortened the guidance 
period from 12 months to 16 weeks. Our programme, MeMoSA (Mentor Mothers for 
Support and Advice), linked mentor mothers to family practices. In this study, we 
assess the effects of 16 weeks mentor support for women referred by their FD. Our 
main objectives were: will mentor support decrease the exposure to IPV, depressive 
symptoms, increase social support and improve the participation in society and the 
acceptance of mental health care for abused mother and child? 
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Methods 
Design and setting 
We originally designed a randomized controlled trial (RCT) study to compare the 
effects of MeMoSA with usual care. Randomization took place at practice level. FDs in 
intervention practices were directly in contact with mentor mothers and offered 
mentor support. The comparison group offered usual care and was asked to fill out 
the same questionnaires as the intervention group. Due to the fact that no one of the 
control group was included after 1 year, we modified MeMoSA to a before and after 
study. The comparison group was also asked to refer abused women to MeMoSA. 
Our study took place in 32 family practices in the urban area of Rotterdam, a multi-
ethnic city in the Netherlands. 
Intervention 
A comprehensive education programme for mentors was developed for effective 
support (Box 1). The mentor support consisted of 16 weekly home visits by a trained 
mentor mother. Four different proto- cols were developed, which described the 
interventions during the 16 weeks in detail.26 This programme focuses on establishing 
a friendly supportive relationship with the abused woman, in guiding her in dealing 
with IPV, depressive symptoms and in strengthening social and parenting support and 
acceptance of professional mental health care, both for mother and child (Box 1).26 
Matching on language and culture took place when needed before the first visit, 
which was scheduled within 1 week of referral. In case home visits were considered 
unsafe  for  the  IPV  victims,  the  FD’s  office  was  used.  At  the  first  visit,  the  mentor  
developed a tailored-made support plan. All mentor mothers provided feedback of 
each session during supervision session every fortnight to evaluate and improve the 
mentor support. At the end of the intervention programme, a final report was 
provided to the FD. 
Mentor mothers 
Mentor mothers were recruited from welfare, health care and educational 
institutes in Rotterdam. Mentor mothers were educated for social or health care, 
such as doctor assistants and social workers. 
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After the selection of the applications letters, a FD (SLFW) and a psychologist (G-JP) 
did all job interviews. Ten women with at least a middle social or health care 
education went through an interview procedure, examining criteria such as 
motivation, motherhood and psychological stability. Finally, seven women from 
different ethnic backgrounds were selected. Before the start of the study, mentor 
mothers received a 10-day training in order to use the developed training manual 
(Box 1) for mentor support.26 The training consisted of theoretical backgrounds of 
IPV, depression, children witnessing abuse, parenting support, practical skills on the 
protocols used and how to deal in emergency situations. All mentors were provided 
with mobile phones. The interventions of all mentor mothers were supervised to 
monitor the quality of their support. The mentor mothers were certified for 
MeMoSA after 1 year into the intervention programme.26 
 
Box 1: Topics for coaching MEMOSA (Mentor Mothers for Support and Advice). 
 
(1) Dealing with intimate partner violence (IPV) (safety planning, recognizing, 
dealing with aggressive behavior). 
- Recognizing unacceptable and dangerous behavior 
- Developing a safety plan 
- Educating psychological (cognitive and emotional) consequences of (IPV). 
- Evaluating own cognitions of guilt and shame 
 
(2) Coping with depressive symptoms (based on cognitive behavioral therapy). 
- Inventory of sad mood related to activities  
- Evaluating possibilities to influence own mood 
- Supporting to implement 
 
(3) Strengthening social network (finding (volunteering) job, going back to school). 
- Inventory opportunities to strengthen personal support system  
- Developing, implementation and evaluating a plan for education or 
finding a job 
 
(4) Accepting professional mental health assistance and parenting support. 
- Inventory barriers to visit mental healthcare (in consultation with their FD) 
- Visiting mental healthcare together  
- Increasing awareness of the impact of exposure to IPV on children's health  
- When needed, involve teachers, preventive healthcare or (school) social 
work 
- Parenting support 
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Family doctors 
Forty-two out of 98 FDs, who were invited by letter to participate, consented to 
participate in the MeMoSA study. The FDs were trained to improve their ability to 
identify IPV. No incentives were given for including abused women. 
Study group, data collection 
From March 2007 to June 2010, women with children up to 18 years, living at 
home, who visited their FD and were identified as being actually abused by their 
partner, were included in the study. All women participated voluntarily and signed 
an informed consent. Exclusion criteria were severe psychiatric disorders, critically 
ill or not mentally able to fill out a questionnaire. The mentor mother introduced 
the questionnaires at the start of the programme: the Composite Abuse Scale 
(CAS),(27) the subscale of depressive symptoms of the Symptom Checklist (SCL 
90)28 and  the  subscale  ‘seeking  social  support’  of  the  Utrecht  Coping List (UCL).29 
These questionnaires were filled out at baseline (T0 ) and after the completion of 
MeMoSA at 16 weeks (T1). At baseline, demographic data (age, country of origin, 
level of education and number of children) were obtained. Education level was 
divided into low (no school, primary school, low vocational education), middle 
(grammar school, middle vocational education) and high (higher vocational 
education, university). Information regarding participation in society and accepting 
of mental health care for mother and child were reported at T0 and T1. 
Primary outcomes and instruments used 
Intimate partner violence. IPV was measured by the CAS,(27)  a validated scale to 
measure physical abuse, emotional abuse, harassment and severe combined abuse. 
The CAS contains 30 questions, which can be scored ranging from 0 (never) to 5 
(daily) with good convergent and divergent validity and high internal consistencies 
(Cronbach’s  α  >  0.75).  A  woman  can  experience  one  or  more  of  these  subtypes  of  
abuse.  A  total  score  on  the  CAS  ≥7  is  defined  as  partner  abuse. 
Symptoms of depression. The  subscale  ‘depression’  of  the  SCL  9028 was used to 
obtain an indication of symptoms of depression. This 16-item subscale was scored 
on a five-point scale ranging from 1 (not at all) to 5 (very much) with good 
convergent  and  divergent  validity  and  high  internal  consistencies  (Cronbach’s  α:  
0.91). A higher score on the SCL 90 (DEP) indicated a higher level of depressive 
symptoms. 
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Social support. Social support was measured by the subscale seeking social support 
of the UCL.29 The UCL subscale (six items) can be scored on a four-point scale 
ranging from 1 (seldom/never) to 4 (very often) with good reliability and validity 
(Cronbach’s  α:  0.85).  A  higher  score  on  the  UCL  subscale  indicated  a  higher  level  of  
seeking social support. 
Secondary outcomes 
To analyse participation in society, the changes in employment, education and 
acceptance of mental health care for mother and children were evaluated based on 
the final reports of the mentor mothers. Participation in society was defined by two 
characteristics: (i) having a (volunteer) job and (ii) participating in an education 
programme. A positive change on one of these was defined as improvement of 
participation in society. 
Acceptance of mental healthcare by the abused women has been defined as a 
positive change when at least two visits to mental health care took place during the 
intervention programme MeMoSA. The acceptance of support for the children was 
defined as (i) informing the school teacher or the child preventive health care 
centre about the abuse situation and requesting help, (ii) acceptance of mental 
health care for the child and (iii) participation in a youth support programme for 
mother and child. The increase of one of these was defined as improvement of 
‘acceptance  of  support  for  children’. 
Analysis 
Descriptive statistics in SPSS version 17.0 was used to assess the characteristics of 
the study population. To compare the results of the CAS, depressive symptoms of 
the SCL 90 and the subscale seeking social sup- port (UCL), pre- and post-
intervention, we used a paired sample T-test. To determine the improvement of 
participation in society and the acceptance of mental health care support, the final 
mentor reports were analysed qualitatively by two independent researchers as 
described above. They assessed the differences at T1 and T0 improvement. 
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Results 
In total, 24 FDs (60%) referred at least once to MeMoSA. Sixty-six women were 
referred to the study (Figure 1). After several attempts, three women could not be 
reached. We lost contact with three other women from the mentor reports to 
determine the after one visit. Another 10 women were referred to mental health 
care or a social worker after two visits. Four women with only an assessment at 
baseline (T0) (mean visits: 4.3) left the programme and were referred to mental 
health care due to severe post-traumatic stress disorder. Three women with 
baseline assessment were lost to follow up after six visits. Hence, in total, 43 
participants (65%) finished the entire support programme. 
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Figure 1: Flow chart 
 
 
 
Most women in our study group were migrants with lower education. 
Characteristics regarding age, country of origin, education and number of children 
showed no significant differences between completers (n = 43) and non-completers 
(n = 23) (Table I). 
  
3 women 
(no contact after several attempts) 
66 women  
referred to MEMOSA 
63 women  
participating in MEMOSA 
60 women 
participating in MEMOSA 
50 women 
with baseline measurement (T0) 
to MEMOSA 
46 women  
followed the intervention program  
with baseline (T0) 
43 women  
followed the entire intervention 
program with baseline (T0)  
and final measurement  (T1) 
After one visit 3 women without baseline 
measurement (T0) lost to follow: removal (1);  
risk at home (1); mismatch mentor and woman (1) 
After two visits 10 women without baseline 
measurement (T0) lost to follow: referred to mental 
health care / shelter home due to severity of 
trauma and / or risk  at home 
 
After four visits 4 women with baseline 
measurement (T0) lost to follow: referred to mental 
health care due to severity of trauma 
After six visits 3 women with baseline 
measurement (T0) lost to follow: removal (1); 
mismatch between mentor and woman (1);  
loss of motivation (1) 
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Table I: Characteristics of abused women participation in mentor mother support. 
 
 
  n=66 n=50 n=43 n=23 P2 
 (total 
group) 
(women with 
baseline 
measurement) 
(completers of the 
intervention program 
with baseline and final 
measurement) 
(lost to 
follow-up) 
 
Age Categories     0.23 
 18-25 12 9 8 4  
 26-35 27 18 15 12  
 36-45 21 17 14 7  
 >45 6 6 6 0  
Country of origin     0.32 
 Turkey 15 12 10 5  
 Morocco 4 3 3 1  
 Surinam 15 13 12 3  
 Netherlands 12 10 9 3  
 The Antilles  6 3 3 3  
 Other immigrant countries1 14 9 6 8  
Education     0.55 
 Low 35 26 23 12  
 Middle 23 19 15 8  
 High 8 5 5 3  
Number of children     0.99 
 1 27 19 16 11  
 2-3 33 26 23 10  
 ≥4 6 5 4 2  
 
1 Iraq, former-Yugoslavia, Africa (Algeria, Cape Verde), Goa(India), Iran, Afghanistan, Pakistan  
2 Difference between completers (n=43) and lost to follow up (n=23) with Chi-square test  
   (p ≤ 0.05) 
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Intimate partner violence 
The mean score of the CAStotal decreased from baseline 46.7 (SD 24.7) to 9.0 (SD 
9.1) after 16 weeks a change of 37.7 (SD 25.7), 95% confidence interval (CI): 29.8–
45.6  (P  ≤0.001). At the end of the intervention, 25 women(58%) did not suffer from 
IPV (scored <7 CAS) and 18 were still victims but faced less violence than at 
baseline. All subtypes of partner violence decreased (Table II). 
 
Table II: Changes in IPV measured with the (CAS) at the start (T0 ) and at the end (T1) (n=43). 
 
CAS T0 mean T1 mean 
Difference T1-T0mean  
(SD) 95% CI p 
Severe Combined Abuse (SCA) 6.5 1.2 5.2(5.9) 3.4 – 7.1 p<0.001* 
Physical Abuse (PA) 11.0 1.4 9.7(8.3) 7.1 – 12.2 p<0.001* 
Emotional Abuse (EA) 23.7 5.3 18.4(11.3)14.9 – 21.8 p<0.001* 
Harassment (HA) 5.4 1.1 4.4(4.2) 3.1 – 5.7 p<0.001* 
CAS total 46.7 9.0 37.7(25.7) 28.8-45.6 p<0.001* 
 
 *Significant p<0.001, paired T-test. 
Depressive symptoms 
The mean score on the subscale on symptoms of depression (SCL 90) decreased 
with 35%, from baseline 53.3 (SD 13.7) to 34.8 (SD 11.5), 95% CI: 14.4–22.6  
(P  ≤ 0.001), after the mentor mother support. 
Social support 
The UCL score on the subscale social support increased with 15% significantly from 
a  mean  score  at  baseline  of  13.2  (SD  4.0)  to  15.2  (SD  3.5),  95%  CI:  −2.9  to  –1.0  
(P  ≤  0.001). 
Participation in society: employment and education 
At baseline, 11 women (26%) had a job. At the end of MeMoSA, in total, 20 women 
(47%) were employed. Thirteen women (30%) started a new study during MeMoSA, 
resulting in 18 women who participated in an educational programme. Two of 
these women started both a study and a job. 
  
        
 
Chapter 6  
 
 
111 
6  6 
Figure 2 Flow chart: professional support children 
 
 
8 children: professional support: 
 6: child preventive health care  centre 
or social work at school; 
 2: mental health care provider 
87 children from abused women 
(n=43) referred to MeMoSA 
20 children started professional support: 
 5: child preventive health care  centre 
or a school teacher; 
 9: domestic violence mental health 
care program for mother and child 
 6: mental health care provider 
79 children 
without professional support 
59 children did not receive 
professional support 
Before MeMoSA 
 
During MeMoSA 
  
After MeMoSA 
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Acceptance of mental health care for mother and children 
Abused women. At the start, 5 out of 43 abused women (12%) visited mental health 
care. During MeMoSA, 1 woman stopped and 21 women (49%) accepted mental 
health care: guidance by a social worker or a psychologist for at least two times. 
Mentor mothers visited the mental health care together with the women to improve 
the transition to mental health care. Fourteen women stopped prematurely with 
MeMoSA because their problems were too serious for MeMoSA (Figure 1) and 
accepted mental health care. At the start of MeMoSA, these women were not 
motivated to accept help of a social worker or a referral to mental health care. 
Children. In our study, 43 women took care of 87 children (Table I). The mentor 
reports showed that most of the abused women were not aware that witnessing 
abuse is harmful and related to their children’s  complaints.  At  baseline,  8  children  
(9%) received professional support, which increased to 28 children (32%) after the 
completion of the intervention study (Figure 2). 
 
Discussion 
This pre-post study of a mentoring intervention programme with abused women in 
family practice linked trained mentor mothers to abused mothers and matched 
them culturally and linguistically. Overall, the outcomes were very promising. The 
intervention study decreased the exposure to IPV and reduced the symptoms of 
depression. Social support and involvement in education and employment were 
increased after completion of MeMoSA. In addition, women showed greater 
acceptance of mental health care after MeMoSA. Our study shows that mentoring 
abused women helps them to revert their isolated life. 
Ramsay et al. concluded that advocacy programmes are effective in reducing abuse 
and increased the use of safety behaviours for abused women in shelter homes.30 
Our results confirmed these findings in a group of women outside shelter homes. 
The  benefit  of  this  mentoring  programme  was  a  low  threshold,  ‘friendly’  supportive  
relationship in combination with low-grade cognitive behavioural therapy 
interventions, which seems to fit with the needs of abused women. The matched 
mentor mothers in terms of language and motherhood may have contributed to 
the cooperation of the abused women. 
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Due to the high prevalence of IPV in family practice and the easy accessibility for 
abused women to visit their FD, family practice creates great possibilities for early 
interventions for abused women and children to prevent adverse consequences.9 
The  need  for  easy  accessible,  short  and  effective  interventions,  tailored  to  women’s  
needs provided in family practice to reduce IPV, has been underlined by another 
previous study.31 Moreover, in order to minimize intergenerational transmission, 
FDs have the unique opportunity to take care for children in these families. Our 
study showed an increased acceptance of professional help for children. Our study 
also reveals that most abused women did not relate  their  children’s  complaints  to  
witnessing violence and were not aware that witnessing abuse is harmful to their 
children.32 In very few cases, school or social work was informed about the abusive 
family situation of the children. Mentor support had an important role for mothers 
in becoming aware of the negative effects of IPV on their children and to accept 
professional sup- port, preventing mental problems and intergenerational 
transmission of violent behaviour.33 Overall, the mother mentor support to mother 
and children appears to be of great value to current health care in family practice. 
Comparison with other research (MOSAIC) 
The comparison between MOSAIC and MeMoSA was described in Table III. There were 
some differences between these studies. MeMoSA provided a more intensive training 
for mentor mothers and participation FDs. Both studies have weekly visits, MOSAIC 
sometimes only by telephone, whereas MeMoSA had weekly face-to-face contact.  
 
Table III: Comparison between women of the MOSAIC study and MeMoSA 
 
 MOSAIC intervention 
N=90 (%) 
MeMoSA intervention 
N=63 (%) Age mean (sd) 32.0 (6.7 36.0 (8.0
Number of children   
 1 41 (46) 27(43) 
 >2 48 (54) 39 (62) 
Education level (low) 43 (47) 35 (56) 
Migrants 32 (36) 54 (86) 
Mentor support (months) 12 4 
Attrition rate 46% 35% 
Mentor mother training (days) 5 10 
Training for FDs (hours) 6 16 
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The content of the interventions were, however, very similar with the exception 
that the mentor programme in MeMoSA was more therapeutic of nature and also 
focused on participation in society. For that reason, the supervision of the mentor 
mothers was fortnightly and face-to-face compared with the MOSAIC supervision 
once in 6 weeks. Overall, MeMoSA was a shorter, but more intensive intervention 
providing similar content. Despite these differences, MOSAIC is the only RCT with 
mentor mother home-visiting support programme for abused women and children 
in a similar urban population (Table 3). Because of the lack of a control group, we 
compared our results to the control group of the MOSAIC study to assess whether 
the MeMoSA results were due to natural recovery or usual care.(25)  
In the MOSAIC study, IPV was measured by CAS, depressive symptoms by EPDS and 
social support by MOS-SF. The MOSAIC study presents a reduction of 28% in the 
intervention group, while IPV in the control group of the MOSAIC study showed a 
recovery in five women (16%). Assuming a similar natural recovery in our study  
(n = 7), we still observed a decrease of IPV abuse in 18 women (40%) due to our 
intervention programme. 
Our mean score on the depressive subscale (SCL90) decreases with 35% between T 
and T1, which is similar to the decrease of depressive symptoms of 36% in the 
experimental group in MOSAIC. 
The mean score of the MOS (social support) in the control group of MOSAIC 
increased with 5%. Applying this to our study suggests a 10% increase in seeking 
social support, which is comparable with the improvement of MOSAIC. Generally, 
the results of MOSAIC and MeMoSA are very comparable. Remarkable, however, 
was the great reduction of expo- sure to IPV in a much shorter time window in our 
study. A follow-up is needed to compare the outcomes of the intervention 
programme 12 months after the completion of the MeMoSA intervention study. 
Strengths and limitations of the study 
As mentioned before, we could not include a control group in our study protocol. 
Although the positive effects of the intervention programme are substantial, we 
cannot eliminate selection bias and the contribution of a natural course. Beside 
this, the attrition rate of 35% during MeMoSA created an attrition bias. However, 
our attrition bias was very similar to the attrition rate of 46% in MOSAIC.  
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For a number of practical reasons, we are not able to ask these women to fill out 
the questionnaires at the completion of the intervention programme, since were 
we were either unable to get in contact or they are too distressed. To minimize 
bias, Figure 1 presents the reasons for dropout in detail. In line with this bias, the 
participating women who completed the programme are certainly those who were 
more motivated and much more ready to accept help. The 14 women (see Figure 1) 
who left MeMoSA earlier due to severity of trauma and accepted mental health 
care support by the guidance of a mentor mother also showed great potential for 
the MeMoSA programme. Finally, our results are based on a small group of severely 
victimized women, as represented in the high CAS scores, similar to the study group 
of MOSAIC. In our analysis, 42 FDs referred 66 abused women. Identifying IPV is 
complex.31 
The major strength of our study was the inclusion of migrant women that are 
generally very difficult to reach. Moreover, we developed a short, intensive 
intervention with minimal practice organizational change. Finally, the mentor 
mother supported the FD in under-privileged areas by bridging the gap between FD 
and difficult accessible mental health care.31 Abused women in disadvantaged areas 
find it hard to share psychosocial problems with health care providers.20,21,34 
Matching of a mother with a non-western cultural background to a mentor from 
the same culture facilitates the accessibility and acceptance of help. 
The potential harm of this type of intervention for abused women has not been 
studied yet. A recent review investigated the harm for screening women and 
reported no evidence of harm for abused women to participate in such an 
intervention programme.19 Because of the absence of a control group, we 
recommended a RCT with incentives after a referral by a FD to enhance the 
willingness to participate. 
In concordance with other studies,9,35 approximately half of the abused women 
were depressed at the start of the intervention programme. Dowrick36 concluded 
that 30%–40% of patients with a first observed major depression recovered after 10 
weeks and that the recovery rate was 70%–80% after a year. They estimated a 
lower recovery rate of 88% among patients with a chronic depression 5 years after 
a first episode. Our study showed a reduction of 35% in symptoms of depression in 
abused women. The MOSAIC study showed a recovery of 36% after 1 year, 
although it was not reported whether it was the first observed depressive episode. 
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Unfortunately, our study did also not include this information. Recent research 
described hopelessness, a small social network, little material resources and a 
limited participation in society as characteristics of people with a chronic 
depression. These characteristics showed many similarities with our study 
group.37,38 In line with this, the characteristics of depressive symptoms for abused 
women seem more in line with chronic depression. The difference in recovery rate 
underlines the need of classification of depressive dis- orders at the start of the 
intervention to eliminate confounding factors. Further investigation is 
recommended to determine the contribution of the effects of chronic depression in 
abused women to the outcome of such an intervention programme. In conclusion, 
our study shows a reduction of exposure to partner violence by a home-visiting 
intervention with mentor mother support. It is a promising and easily accessible 
intervention programme in primary care to increase the acceptance of 
psychological help for mother and child. 
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Abstract 
Objective 
We aimed to investigate which factors make a mentor mother support programme 
for abused women successful. 
Method 
We used semi-structured interviews with abused women and focus group 
discussions with the mentor mothers to evaluate their experiences and needs 
within a mentor support programme (MeMoSA). Fourteen abused women were 
interviewed 6 months after the support programme ended. Mentor mothers 
participated in two focus group discussions.  
Results  
Abused women emphasized that non-judgmental listening, equivalence, 
involvement and bonding are important factors for successful support. Mentor 
mothers described that empathy, availability, persistence and advocacy fitted the 
needs of women best to empower them and help them to cope with their violent 
situation at home. A safe place to meet each other was also an important factor. 
Conclusion 
A good relationship, tailored support provided by home visiting, advocacy and 
safety are required to effectively help abused women. MeMoSA, a home-visiting 
support programme, is a promising valuable new support programme in primary 
care for abused women. 
Keywords 
Intimate partner violence, woman, mentors, family practice, evaluation 
intervention, qualitative method.
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Introduction 
Intimate partner violence (IPV) against women is globally regarded as an important 
problem in health care (1). Cross-sectional surveys in waiting rooms of family practice 
reported that at least one-third of the women ever experienced IPV (2, 3). Abused 
women and their children experienced significantly more behavioural and emotional 
problems than their non-abused counterparts (4–6). This stresses the importance for 
early interventions to reduce harm on a short- and long-term  basis  (7).  Women’s  
reluctance to disclose IPV and the general practitioners’  (GPs)  hesitation  to  ask  both  
have led to an underreporting of IPV in primary care (8, 9), resulting in difficulties 
reaching and helping these victims. A meta-analysis suggested the following 
expectations of abused women regarding help of healthcare  providers:  children’s  
safety, information on support, referrals and follow-up appointments. The results 
also reveal the need for healthcare professionals to respond in a non-judgmental 
way, to accept the complexity of an abusive situation with respect  to  women’s  wishes 
and to avoid pressure in taking decisions (10). However, abused women reported 
that in practice, there is a mismatch between the needs of abused women and 
provided mental health care (11). Actually, abused women not only need practical 
support to find housing and mental health care as well (11). 
This underlines the importance of a tailored support programme, which fits abused 
women’s  personal  needs.  A  new  and  low  threshold  support  programme  for  abused  
women and children with mentor mother support has been successful in Melbourne 
(12). This study described the theoretical backgrounds and the evidence to develop 
this kind of intervention. We adapted this programme to the needs of the abused 
women (11), shortened it to 16 weeks, made the intervention more intensive by 
visiting the women weekly and developed an intensive training for mentor mothers 
such that it can be executed in a family practice setting in Rotterdam. Mentor mother 
for support and advice (MeMoSA) is a home-visiting programme, providing practical, 
psychological and parenting support to reduce (the consequences of) IPV for abused 
mothers with children less than 18 years living at home (13). The target population 
consists of victims of IPV who disclosed to their general practitioner and are reluctant 
to accept regular support. To tackle partner violence effectively, it is essential to 
better understand the barriers and facilitators of interventions to reduce IPV. As little 
is known on these barriers and facilitators, this study aims to evaluate the 
experiences of the women and the mentor mothers with MeMoSA and to investigate 
which factors are involved in making a home-visiting programme successful.
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Methods 
MeMoSA 
This study is part of the MeMoSA study, which took place in Rotterdam, from 
March 2007 to October 2010. MeMoSA aimed to decrease IPV and depressive 
symptoms and to improve social support, participation in society and the 
acceptance of professional help for women. Furthermore, MeMoSA provided 
parenting support to address psychological complaints and behavioural problems 
among the children exposed to partner violence. After the identification of IPV by 
GP, the woman was referred to MeMoSA. Abused women (n = 43), mostly first-time 
disclosures in general practices, were visited at home by paraprofessional 
healthcare supporters named mentor mothers. In case a home visit was regarded 
as  unsafe,  the  visit  was  scheduled  at  their  GP’s  office.  To  increase  safety  for  the  
participants, a flight plan in case of emergency situations was developed. All 
mentor mothers were trained intensively. All interventions were described in a 
training manual and protocol (14). Abused women were coached by the mentor 
mother how to deal with the aggressive behaviour of her (ex)partner. Moreover, 
MeMoSA supported women in dealing with the depressive complaints using 
principals of cognitive behavioural therapy (CBT). If this support was insufficient, 
women were referred to mental healthcare. MeMoSA also supported the women 
to participate in society and to strengthen their social resources and provided 
parenting support by education on the effects on children when exposed to 
violence in the home and how to protect them. 
Participants and data collection abused women  
We reached women in actual abusive relationships, who were enrolled in the 
MeMoSA programme. At the start of MeMoSA, all women were asked for an 
interview 6 months after the support programme ended. Of the 43 abused women 
who followed the entire MeMoSA programme of 16 weeks, 21 women consented 
to be interviewed. An independent, trained interviewer evaluated whether the 
provided support had been in line with their needs and expectations. All interviews 
were recorded and transcribed verbatim.  
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The interview guide was constructed based on experience and expert opinions  
(Box 1). Educational level was divided into low (no school, primary school and low 
vocational education), middle (grammar school and middle vocational education) 
and high (higher vocational education and university). The need for ethical approval 
was assessed by the ethical committee but not required because of the non-
invasive character of this survey. Informed consent was used. 
 
Box 1: Topics addressed in the interview and focus group discussion 
 
The subjects addressed in the interview with abused women: 
1. Expectations of abused women with mentor support 
2. Experiences of abused women with mentor support 
3. Improvements for support 
 
The subjects addressed in the focus group discussion with the mentor mothers: 
1. Experience with the guidance of abused women 
2. Views about the content of the guidance 
3. Views on improvements about support for abused women and children. 
 
 
Mentor mothers:  In 2007, seven women were selected as mentor mothers based 
on the following criteria: countries of origin, motivation, motherhood and 
psychological stability. Some had personally experienced IPV in the past, but this 
was not a prerequisite. In 2009, four more mentors were selected to replace 
mothers who left the project due to various (personal) reasons. All mentors 
underwent a ten-day training course and received a mobile telephone for their own 
safety and for contacting the abused women. The content of this training was as 
follows: dealing with partner violence, coping with depressive symptoms, 
strengthening social network, accepting professional mental health assistance, both 
for themselves and for their children and parenting support. In the first two visits, 
the mentor mother developed a tailored support plan together with the abused 
woman. Every 2 weeks, the mentor coordinator supervised all mentor mothers. 
During the period, two different focus group sessions of 2 hours each were 
organised by an experienced independent GP and social scientist to discuss around 
particular topics, based on the literature and experiences of an IPV expert panel 
(Box 1). Both focus group interviews were recorded and transcribed verbatim. 
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Analysis 
Data analysis was performed using the techniques of constant comparison analysis. 
The data were processed by ATLAS.ti software. Two researchers analysed the data 
by independently performing multiple readings of the transcribed interviews to 
discover certain patterns and themes. They coded the interviews, compared and 
discussed these codes with each other. Codes in each interview were compared 
with those in other interviews. Additional codes that emerged from the discussions 
were also applied to the transcripts. Themes emerged through this process of 
coding and discussion. This process was repeated several times. The quotes 
underline the main results and were translated from Dutch into English. Descriptive 
statistics (SPSS version 17.0) were used to describe the characteristics of abused 
women and the mentor mothers. 
 
Results 
Of the 21 women who consented to be interviewed by telephone, four women 
could not be reached and three refused to participate. Therefore, we conducted 
semi- structured interviews with 14 women. All interviews lasted approximately 
one hour; 11 were held in Dutch. In three interviews, we used an interpreter. 
Women with various levels of education were interviewed and the majority were 
migrants (Table I). Saturation was reached, and after the five interviews, no new 
themes emerged. What is helpful in the mentor support programme will be 
highlighted from the perspective from the abused women and mentor mothers 
(Table II). 
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Table I: Characteristics of the abused women 
 
  n=43 n=14 
 (Participants  of the 
intervention program 
MeMoSA) 
(interviewed women) 
Age Categories   
 18-25 8 2 
 26-35 15 6 
 36-45 14 4 
 >45 6 2 
Country of origin   
 Turkey 10 3 
 Morocco 3 2 
 Surinam 12 2 
 Netherlands 9 2 
 The Antilles  3 1 
 Iraq 1 1 
 Former Yugoslavia 2 2 
 Africa* 3 1 
Education    
 Low 23 8 
 Middle 15 4 
 High 5 2 
Number of children   
 1 16 4 
 2-3 23 8 
 ≥4 4 2 
 
* Algiers, Cape Verde, Goa 
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Table II: Characteristics of the mentor mothers 
 
  n=11 
  
Age Categories  
 18-25 0 
 26-35 1 
 36-45 5 
 >45 5 
Country of origin  
 Turkey 2 
 Morocco 3 
 Surinam 2 
 Netherlands 2 
 The Antilles  1 
 Dominican Republic 1 
Education   
 Low 0 
 Middle 6 
 High 5 
Personal experiences with IPV in the past  
 Yes 6 
 No 5 
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The perspective of the abused women 
The following themes emerged: expectations in advance, non-judgmental listening, 
involvement and bonding, equivalence and empowering support. 
 
Expectations in advance. Women expressed disappointing experiences with 
(mental) healthcare providers in the past. In advance of MeMoSA, they had little 
confidence that the mentor mother could help. 
To be honest, when I had problems with my husband, I thought nobody could 
help me, because I have no one  here  in  the  Netherlands,  I’m  all alone and so I 
thought what can she  do?  The  doctor  can’t  do  anything,  and  I  also  didn’t  know  
of a mentor mother who could help me, I did not know. [40 years] 
 
These  cognitions  expressed  hopelessness  and  resulted  in  a  ‘wait  and  see  attitude’  
at the start of MeMoSA. 
 
Non-judgmental listening. Eight women emphasised feelings of shame about the 
abuse at home. This hampered them to talk to family, friends or professionals, 
which resulted, in many cases, in emotional isolation. They were afraid of rejection. 
Despite these feelings, nine women expressed the need to share their experiences 
with someone else. Women felt comfortable and accepted by the mentor mother, 
because of her careful non-judgmental listening. This attitude was helpful in 
creating trust to share their worries freely and to feel safe. 
If you decide to go talk to someone, they see it from their own point of 
view..........  have  an  opinion  about  it.  Look,  of  course  the  mentor  mother  doesn’t  
pick a side; she just hears my story... [27 years] 
The talking, you know... to talk about whatever you want. She asked me 
everything,  I  trust  her,  I  couldn’t  tell  it  to  anyone  else. [30 years] 
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Involvement and bonding. Nine women mentioned the immediate availability of 
the mentor mother: there was no waiting list and the mentor mothers were easily 
accessible. Women were satisfied about the opportunities to engage in face-to-face 
contact on a regular basis. The mentor was praised for her personal involvement. 
The weekly visits strengthened the bonding between women and mentor as 
consequences they felt encouraged. 
... if something happened to me, if I was crying, the first thing I did was send 
her a text message or call her, I told her I felt so bad and then she supported 
me. [24 years] 
 
Half of the abused women presented that being able to express themselves in their 
own language and culture helped them to overcome their barriers to seek support 
more easily. This culturally sensitive support made it easier to share their sorrows 
and to accept help. Speaking in their foreign language increased the bonding and 
involvement between the abused women and their mentor mothers. 
I  speak  also  Dutch,  but  it’s  easier  to  express  myself  in  Arabic.  She  [mentor  
mother] has the same cultural background, which is helpful in understanding 
each other. [42 years] 
 
Equivalence. Most abused women (n = 11) experienced the mentor mother as a 
‘friend’  with  professional  knowledge. This supported equivalence in their dialogue 
and abused women talked freely about their worries and needs. Women were not 
forced to take any decision. Equivalence strengthened the cooperation between 
abused women and mentor mother. 
...how can I say this, she is a sort  of  “friend”  ....[36  years] 
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Empowering support. A majority (n = 10) of the interviewed women mentioned a 
need for support in dealing with the threat of IPV. Nine women also needed 
practical support like housing, social security benefit, finding suitable work or 
education and parenting support. Women valued advocacy support as very helpful 
in finding a job or house. Nine women mentioned disappointing experiences before 
with mental healthcare providers, because the offered care programme was too 
much focused on psychological problems and not on safety or the decrease in IPV. 
Mental health care was also hard to access for women, because they needed help 
to fill out forms and to tackle the barrier of language. The women appreciated the 
advocacy of the mentor mothers. Besides advocacy, the women were very satisfied 
with the offered outreaching support at home. Arrangements for babysitting were 
not needed. 
I’m  very  satisfied  with  her  [mentor  mother]  help  at  home;  especially  the  
support in dealing with my partner and her support for my children. [30 years] 
She [mentor mother] makes an appointment [to mental healthcare institute]. 
First time we went together .... later on I went by myself. [42 years].  
The (Dutch) language is difficult for me. She (mentor mother) helps me with 
parenting, to write a letter, to make an appointment, fill out forms on the 
internet... [54 years] 
 
Six months after the MeMoSA programme, seven of the 14 participating interviewed 
women mentioned that the actual intimate partner violence had stopped completely. 
Ten women and children accepted additional mental healthcare. Women expressed 
that they felt stronger to step out of their social isolation to start more activities for 
themselves and to participate in society; five of them found a job. 
I’m  sure  of  my  ground.  [27  years] 
I’m  stronger,  I’m no longer afraid... ([2 years] 
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The perspective of the mentor mothers 
From the two focus group interviews with the mentor mothers, the following 
themes emerged: empathy, availability, persistence, outreaching advocacy and 
safety. 
 
Empathy. Most mentor mothers indicated that a non-judgmental and 
compassionate attitude supported the bonding between women and mentor 
positively. This bonding is helpful for the women to share their concerns more 
freely and to understand the complexity of the abusive situation. 
I understand why she did not leave her partner immediately. [39 years] 
 
Six mentors had experienced IPV in the past themselves and added that their 
personal experiences with IPV showed women that a life without IPV is possible; it 
gave  the  women  ‘hope’.  Their  personal  experience  was  helpful  to  empathise  with  
the  women’s circumstances. 
You can empathize in their situation and feel the importance of social contacts, 
because you remember your own loneliness... [50 years] 
 
Availability. Mentor mothers supported the women if needed outside office hours 
and visited them always in safe places in case a home visit was deemed impossible. 
All mentor mothers were available by mobile telephone and underlined the 
importance of being available during outside office hours. 
She (abused women) can always call me... [50 years] 
 
Mentor mothers mentioned the importance of availability that supported the 
cooperation and decreased the isolation of the women. This flexible support improved 
the feelings of safety for the abused women. 
I noticed that this availability makes them feel safer. [38 years] 
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Persistence. All mentor mothers expressed the importance of proactive and a 
persistent attitude with the women. Often, the abused women cancelled their 
appointments and rarely made a new appointment themselves. The mentor mother 
found the attitude of  the  abused  women  ‘inactive’,  as  they  were  waiting  for  the  
initiative of the mentor mother. 
Their behaviour can  be  described  as  “laissez  faire”. [45 years] 
 
Weekly follow-up appointments were important to continue the mentor support 
and stimulate change. Mentor mothers always had to take the initiative for follow-
up appointments. This proactive and outreaching attitude was needed to minimise 
dropout. 
At the same time, most of the mentor mothers indicated that the consequences of 
persistence were time consuming and emotionally tough for them. All mentors 
worked 8 hours a week. Therefore, they advocated a maximum of four abused 
women and they also stressed the importance of specific training and supervision 
for the mentor mother during the mentoring. Mentoring is an intensive job and a 
tenacious intensive attitude is needed to support abused women. 
 
Outreaching advocacy. Most mentor mothers emphasised the importance of 
assistance with everyday activities for women experiencing IPV. The female victims 
needed individual support to lower the threshold to specialised mental health care. 
They visited social work and mental health care together with the women as 
translators and underlined the importance of cultural affiliation to bridge the gap 
with society to find a job or education. Mentors stressed these outreach activities 
of  advocacy,  which  gave  the  women  a  ‘voice’. 
...the threshold is high and this woman would not visit it (mental healthcare 
institute) on her own, but she feels supported by going together with me 
(mentor  mother)  ...’  [40  years] 
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Safety. Mentor mothers stressed the importance of a safe place to meet. Most 
abused women were visited at home, and appointments were scheduled when the 
partner was away from home. In case home visits were not safe, women 
experienced that their partner was not suspicious when they visited well-known 
institutes such as the general practice rather than a mental healthcare institute. 
...a location of support should be safe for the women. [45 years] 
 
The location for support should also be safe for the mentor mother. In two cases, 
mentors did not feel safe and decided to change the location of the visit to the 
general practice. 
 
Discussion 
Important success factors in the mentor mother support for abused women as 
brought forward by respondents are as follows: the non-judgmental listening, 
involvement and bonding, equivalence and empowering support. The first three 
aspects  describe  ‘how’  the  support  is  offered;  empowering  support  refers  to  ‘what’  
abused women individually need: advocacy concerning practical needs, home 
visiting and the reduction in violence, depressive feelings, participating in society 
and parenting support. 
Mentor mothers describe empathy, availability, persistence, outreaching advocacy 
and safety as factors they experienced as essential for them to provide support to 
abused women. The themes empathy, availability and persistence describe also 
‘how’  the  support is given. Mentor mothers do not mention empowering support in 
those  terms  explicitly  but  describe  outreaching  advocacy  as  ‘what’  should  be  
offered. Mentor mothers underline safety as a third aspect of successful support. 
This  theme  refers  to  ‘where’  a  safe  location  for  coaching. 
At first, the women had little confidence that the mentor mother could provide any 
help for them. This theme is a consequence of negative experiences and influenced 
the  abused  women’s  pessimistic  thoughts  about  support  and  their hesitation to 
change. These perceptions made them inactive, socially isolated and hampered the 
process of seeking professional help. Their actual threatening situation at home 
resulted in a situation where women often find themselves in a permanent state of 
vigilance, forcing them to survive rather than solve the situation.  
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Abused women need intensive help to explore their needs and personal goals to 
stop IPV. The women enrolled in our 16-week MeMoSA programme valued the 
feeling that mentors were readily available and were involved. To change their 
inactive help-seeking pattern, it is therefore of importance that outreaching and 
involved healthcare support is readily available. 
Most abused women lived socially isolated (15), which makes it difficult to reach 
the required resources for work, education, housing and mental healthcare to 
realise their goals on their own. The mentor mothers help them to fill this gap by 
advocacy and supported them both emotionally and practically, such that they can 
gradually strive towards achieving their goals. 
Because of the continuous threat and social isolation, it was not unexpected that 
they  cancelled  appointments  frequently.  The  theme  ‘persistence’  requires  that  
mentors are able to cope with the doing-nothing attitude of the abused women. 
Mentors feel that most abused women are unwilling to act even if opportunities are 
presented to step out of their aversive situation at home. This inactive behaviour is 
called  ‘learned  helplessness’,  which  is  a  theory  about  coping  mechanism to survive 
difficult or abusive circumstances (16, 17). An abused child or woman may 
eventually learn to remain passive and compliant at the hands of her abuser, 
because efforts to fight or escape appear futile. Even if an opportunity to escape 
the abuse arises, many long-term abused women choose to remain in the 
relationship  because  of  this  learned  helplessness.  The  consequences  of  ‘learned  
helplessness’  may  result  from  a  perceived  absence  of  control  over  the  outcome  of  a  
situation, which makes it more obvious to understand why the abused women 
develop depressive complaints. This theory stresses that improvement of 
depression is contingent with the women learning sense of control and mastery of 
their personal situation. Importantly, the MeMoSA has been able to revert this 
vicious  circle  by  increasing  the  abused  women’s  self-confidence. This was 
highlighted by the fact that in half of the victims, IPV had stopped and about a third 
had found a new job. 
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Our findings provide new insights into what can be considered as essential for both 
the  content  (‘what’)  of  help  provided  to  empower  abused  women  as  the  process  
for  the  provision  of  help  (‘how’). Outreaching home-visiting support will be helpful 
to continue support and is important to increase control over their lives and health 
(18). Besides this content, our study shows the surplus of an outreaching healthcare 
support programme tuned on their personal situation. Two major factors to 
strengthen abused women are well known: the importance of exploring what 
women want and setting goals for empowerment and support in access to 
resources for women to achieve their goals (19). Mentor support provides both. 
The women in our study appreciated the positive relationships they developed with 
their mentor mothers. Some of them consider the mentors as closely engaged 
professionals  who  are  described  as  ‘friends’  they  can  trust.  Previous  studies  stress 
the importance of good therapeutic relationships between home visitors and 
women (18, 20). Feder et al. (10) express the need for non-judgmental listening, 
acceptance of the complexity of their abusive situation, patience and respect for 
women’s  wishes  as  ‘how’  the  support  should  be  offered. 
Our findings provide new factors that strengthen the helpful relationships between 
women and mentor: equivalence, involvement and bonding, empathy, availability 
and persistence. The equivalence between mentor and women supports the 
relation and improves the cooperation, while this type of non-hierarchical and 
empowering relationship makes that the women feel taken seriously and safe. A 
good relationship between women and mentor is an important prerequisite, as it is 
only then that the abused women start sharing their concerns and needs. This is 
required for a simultaneous movement towards autonomy and encourages 
individual strengths of abused women (18, 20, 21). Our study also stresses the 
importance of safety of the place they meet each other. It is remarkable that 
mentor mothers mentioned this, while the abused women only expressed the 
importance of safety in relation to the mentor. 
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Limitations and strengths of this study 
We realised that we only interviewed women who successfully finished the 
mentoring programme. In three cases, communication was difficult and we used an 
interpreter, who occasionally did not know how to translate a particular sentence, 
as specific words did not exist in that language. The strength of our study is that we 
included valuable information from two different views: the abused women and 
the mentor. The many similarities we observed in our results are a strong internal 
confirmation of our results. Most of the interviewed women were migrants, who 
are in general difficult to reach and include in such intervention programmes. 
Implications for practice 
New and easily accessible interventions to help abused women should be 
developed in primary care. This study stresses the importance of a trusting 
relationship between abused women and healthcare providers as a condition to 
create a basis for change towards a life without violence. These specific tools for 
improving the relation with abused women should be taught to GPs. 
This study presents the working mechanism why abused women change slowly. 
GPs, psychologists and healthcare workers in general need to understand this 
mechanism and should be trained for motivating abused women into making 
valuable changes to their lives. 
It is important to note that this mentor mother support is complementary to 
regular support. There is a need for a new intervention in primary care with 
involved, outreaching and easily accessible healthcare providers. 
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Conclusion 
Our study presents several factors that are helpful for women living in an actual 
violent situation to cope with the violent situation and to break through the pattern 
of  ‘learned  helplessness’.  First,  a  trusting  relationship  with  healthcare  providers  is  
an important initial condition for support. Second, a tailored advocacy home-
visiting programme, with available and persistent healthcare providers, is 
important. Abused women need patience and involvement of (mental) healthcare 
providers to explore and achieve their goals. Third, a safe place to meet is 
important for both women and mentors. All this support is aimed to help them to 
be self-supporting and to empower them to deal more adequately with IPV. Mentor 
mother support reaches vulnerable women and their children, who often are not 
ready to accept regular mental health programmes or shelter home support. As 
such, our mentoring programme has been successful in improving the conditions 
and social connections of these IPV victims. This programme makes the abused 
women stronger. 
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General  discussion 
In the previous chapters, the results of the six research questions have been 
presented. In this final chapter, the various studies will be related to each other and 
the main results will be discussed. The methodological considerations and the 
implications for practice will also be addressed. Finally, the conclusions of this study 
will be presented and some recommendations for further research will be made. 
Main findings 
The main objective of this study (research question 1), is to assess the effects of a 
short Mentor Mother Support and Advice (MeMoSA) intervention for abused 
women and their children in general practice (chapter 6). MeMoSA is a culture-
sensitive home visiting intervention to support and empower women. After 
completion of MeMoSA, the intervention proved to have decreased the exposure 
to IPV, reduced the symptoms of depression, and improved social support and 
involvement in education and employment. In addition, women showed greater 
acceptance of mental healthcare after MeMoSA. Mentor support, therefore, 
appears to be an effective intervention for abused mothers in primary care. 
The strength of this mentor mother support program for abused women lies in 
three factors that are helpful for women living in a violent situation in order to 
empower them to stop or to cope with the violent situation.  
x First, an important initial condition for support is establishing a trusting 
relationship with care providers.  
x Second, to explore and achieve their goals, abused mothers need a tailored 
supportive home-visiting program, with available and persistent care 
providers, who show patience and commitment.  
x Third, a safe place to meet is important for both women and mentors.  
This program aims to help them to be self-supporting, to empower them, and to 
support them to cope more adequately with IPV. In chapter 7 the sixth research 
question: ‘which factors contribute to the success of mentor support for abused 
mothers  in  general  practice?’, is answered. 
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The need to develop this new intervention in primary care is based on the answers 
to the second and third research questions: ‘what is the prevalence of IPV among 
women  in  general  practice  and  its  relation  to  depression?’, and ‘what is the impact 
of  IPV  on  healthcare  utilization    of  abused  women  in  general  practice?’ (chapter 2 
and 3).  At least 30% of the women attending a general practice in Rotterdam 
(n=214) had ever experienced partner abuse and abused women visited their GP 
significantly more often than non-abused women in case of social problems, 
substance abuse, and reproductive health problems. This cross-sectional survey in 
Rotterdam, a multi-ethnic city in The Netherlands, presents that migrants were 
victims of IPV significantly more often than native Dutch women and suffered more 
frequently from severe depression. Abused women were referred to mental 
healthcare and for specialized additional diagnostics significantly more often and 
received four times more often prescriptions for antidepressants than non-abused 
women. Nearly a quarter of the abused women suffered from severe depression 
compared to only 3% of the non-abused women. Half of the ever-abused women 
suffered from depression whilst more than three-quarters of the depressed women 
had ever experienced IPV. 
This is unmistakable evidence that the experience of IPV is common among female 
patients visiting their GP and makes primary care a window of opportunity for 
identification and supporting abused (migrant) women.  
The fourth research question is: ‘what  are  facilitators  and  barriers  for  abused  
women  to  seek  and  accept  support  in  primary  care?’  Unawareness of the impact of 
IPV on themselves and their children, unfamiliarity and negative experiences with 
professionals, and fear of their partner are the most important barriers in seeking 
professional support (chapter 4). Our study also reveals that abused women prefer 
informal support to formal (healthcare) assistance. The benefit of sharing 
relationship problems with supportive friends and family is that it raises the abused 
women’s  consciousness  in  defining  abusive  behavior  as  a  problem  and  empowers  
abused women to ask for professional support. Abused women needed patient-
centered and empathic care providers who help them with practical support, such 
as housing and financial advice, or referral to social welfare institutes. Women who 
had left the abuse situation emphasized that they need also psychological support 
to understand the impact of the abuse. Our study also reveals that both GPs and 
mothers pay little attention to the impact of IPV on children. This underlines the 
importance of interventions that are both aimed at mother and child in order to 
reduce mental health complaints and intergenerational transmission of violence.  
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Depressive complaints of the abused mothers can negatively affect the upbringing 
of their children and can increase social isolation, which makes it even more 
difficult for abused women to reach out for support.  
The fifth  research  question:  ‘what is the effectiveness of randomized controlled 
trials (RCT) on home visiting interventions in high-risk women with children aiming 
to  reduce  IPV?  A  systematic  review.’,  of  all  home visiting studies in families at high 
risk of abuse indicates that home visiting programs that paid specific attention to 
reducing IPV for mothers are scarce (chapter 5). However those interventions that 
also focused on IPV showed a statistically significant reduction of IPV in the short 
term. This reduction of IPV creates opportunities for minimizing intergenerational 
transmission of IPV and for reducing child abuse as well.  
Overall, these results underscore the need and added value of a new intervention 
by trained paraprofessionals in primary care. Although abused women are difficult 
to reach by mentor support, it appears that mentor support is a promising effective 
intervention for abused mothers in primary care. 
Reflection on the outcomes 
On the basis of our findings, three themes in particular merit further discussion: the 
role of the GP practice in providing healthcare to abused women and their children, 
the success factors of mentor mother support for abused women, and the 
difficulties in reaching out to victims of IPV. 
 
I. The GP practice 
Female victims of partner violence visit their GP more frequently than non-victims. 
This positions GPs in particular as a professional group that is able to identify 
partner violence as a cause of a range of serious health care problems at an early 
stage. Our study shows that the GP practice is not only an easily accessible place for 
victims of partner violence but also a safe haven. Safety is an important 
precondition for these women to accept support.1,2 The abuser is often distrustful. 
Visits of the female victim to places and persons that are unknown to the abuser 
may cause escalations. The GP practice is a setting that causes less abuser distrust, 
which makes it a safe place for women to visit. The GP, moreover, is a healthcare 
provider who has generally provided medical assistance for common diseases to 
patients in many contacts and for longer periods over the years.  
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Confidentiality and continuity of care are important aspects in providing support to 
victims and are core competences of general practice. The GP, finally, is one of the 
few care providers who have easy access to both mother and child. Exposure to 
violence means that the children are also victims of violence and require support 
and care.2,3 All this makes primary healthcare an appropriate setting for reaching 
out to this target group.4  
 
II. Success factors of mentor mother support 
Our study shows that mentor mother support in primary healthcare is a promising 
intervention for female victims who continue to be threatened by partner violence. 
The MeMoSA intervention has decreased not only IPV but also existing depressive 
complaints. It has made victims feel supported, improved their social participation, 
and stimulated them to accept psychological support for themselves and their 
children. What has made the mentor mother program such a success for this target 
group? 
Abused women are often reluctant to accept support. Due to negative experiences 
with care providers they have low expectations of support. The threatening 
situation at home means that these women often find themselves in a permanent 
state of vigilance, which puts them in a state of survival rather than problem 
solving. Disappointing experiences with care providers and with people in their 
private environment can lead to feelings of powerlessness: inadequate coping 
behavior, negative self-esteem, and feelings of worthlessness.5 These perceptions 
make them inert and hamper the process of seeking professional support. 
Important preconditions for changing the passive behavior of abused women 
include care providers that are available and committed. Regular support agencies 
are often difficult to access, expect fully motivated clients and exercise a passive 
approach, whereas these patients need to be actively motivated to accept support. 
The mentor mothers, on the contrary, are readily available and are committed, 
dedicated  to  helping  increase  the  women’s  autonomy  and  their  dependence  and  
inertia to decrease, increasing the women sense of control of her personal 
situation, whilst empowering them to deal with IPV more adequately.5,6  
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This support creates hope. Mentor mother support reaches vulnerable women, 
who are often not ready to accept regular mental health programs or shelter home 
support, as well as help for their children. The program reconnects them with their 
social environment and guides them to mental healthcare when needed. 
The literature presents the following success factors of a home visiting program: 
the content of the intervention, intervention adherence, frequency and duration of 
home  visits,  the  care  providers’  training  and  qualities,  and  their  ability  to  build  a  
relationship.7-11 Mentor mothers are trained paraprofessionals, who provide peer 
support to abused women. A systematic review shows that peer support 
interventions are able to reduce symptoms of depression.12  
Mentor support, as peer support, will give tools for taking control of their lives. In 
dealing  with  depression,  both  Lewinsohn’s  operant  behavioral-therapeutic 
model13,14 and Beck’s  cognitive  model15,16 have been applied in the content of the 
peer support approach. In particular the behavioral-therapeutic aspects have been 
applied in our mentoring support program. Our study shows that the content of the 
intervention, taking care of the children, creating safety, and the friendly 
paraprofessional helping relationship between the woman and her mentor are 
important success factors in offering effective care to abused women and their 
children. 
Content of the intervention 
Current healthcare services do not always cater to the needs of abused women. 
Our study reveals that abused women need different kinds of support, both 
practical and psychological. Reinforcing their informal social network of family and 
friends helps them to discuss their day-to-day problems and supports them in 
seeking professional support. The professional support they need is first and 
foremost of a practical kind, such as support in finding suitable accommodation, 
debt relief, or obtaining a residence permit. Support in rearing the children is also 
an important area for attention here. Only after the imminent threat of violence 
has diminished and the practical problems have been dealt with, these women are 
more open for psychological support. 
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MeMoSA integrates these different kinds of support. The abused mothers who 
participated in MeMoSA have a limited social support system and consider the 
mentor mother as a professional friend, who is often the first person they can turn 
to discuss their day-to-day problems in an informal way. This kind of peer support 
has a low threshold and is in line with the informal way of preferences of abuse 
women.17 Together with the victim, the mentor mother endeavors to increase her 
informal social support networks and also attempts to establish links with official 
care providers that can offer both practical and psychological support. With regard 
to content, these are the coordinating and supporting tasks provided by the mentor 
mothers. In addition, the mentor mothers also offer support in drafting a safety 
plan, in coping with partner violence and feelings of depression more adequately, 
and in supporting the upbringing of the children. The mentor mothers will give their 
mobile phone number to the victims, so that support is immediately available in the 
case of a crisis. This helps to improve the accessibility of care. The victims report 
that this gives them the feeling they are not facing things all on their own. 
Taking care of the children 
MeMoSA is an intervention that also takes into consideration the children in 
families in which partner violence is taking place. One in four children who received 
no support at first were offered support after the intervention. Early detection and 
intervention is relevant for the child, as having witnessed partner violence has far-
reaching  consequences  for  a  child’s  well-being, such as post-traumatic complaints, 
depression, anxiety, sleeping disorders, aggression, social problems, and behavioral 
problems.18,19  
As MeMoSA brings children in touch with care providers at an early stage, this can 
help to minimize the risk of intergenerational transmission of violence. This is how 
MeMoSA makes a contribution to the prevention of partner violence. Theoretical 
explanations for the intergenerational transmission of violence are provided by 
Bandura’s  social  learning  theory20 and theory of attachment, developed by 
Bowlby.18,21 According  through  Bandura’s  theory  the  intergenerational  transmission 
of violence suggests that children who witness violence learn that violence is an 
appropriate way of solving conflicts. By observing important others children may 
learn to consider committing violence as an adequate way of controlling conflict 
situations.  The theory of attachment, developed by Bowlby, focuses on the way in 
which early attachment experiences are anchored in people as mental 
representations. 
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Unsafe and ambivalent attachment may arise when the parents are a source of 
safety and fear at the same time. In the long run term, this group of children is also 
at greater risk of unsafe attachment-patterns as an adult, with the concomitant risk 
of accepting exposure to partner violence. 
Safety 
Stopping the abuse by achieving safety within relationships is an important 
objective of MeMoSA. Safety behaviors, such as having copies of documents 
available  with  social  security  details,  driver’s  license,  personal  identification,  extra  
clothes, house keys are seen as those which promote safety for women in abusive 
relationships and include preparation for emergency situations.  Preparing safety 
behaviors are helpful for women to stress that IPV is unacceptable and it makes 
them aware of opportunities to stop the abuse.22 This stresses that healthcare 
providers need to assess safety of women and their children.1,4,23 Our study also 
shows that home visits as developed in the MeMoSA program improve the abused 
women’s  feeling  of  safety.  In  this  way,  home  visiting  can  help  to  counter  
healthcare-averse behavior and simultaneously improve acceptance of support 
offered. An agency such as a mental healthcare institution, which may seem to be a 
safe place in the eyes of care providers, can raise barriers in accepting support for 
our target group. For both the victims and the mentor mothers, safety is a prime 
concern. The victims and the mentor mothers develop a plan on what to do when 
the  victim’s  partner  unexpectedly  stays  at  home  or  comes  home  during  the  mentor  
mother’s  visit.  Home  visits  are  sometimes  too  dangerous,  and  in  such  cases  the  GP  
practice is generally the safest place to meet. 
Support that is culturally sensitive not only makes it easier to share problems and 
emotions but also reinforces commitment and connectedness: abused women feel 
safer when mentor mothers are able to speak their own language and share a 
cultural background, which results in greater acceptance of support offered. Studies 
have demonstrated that culture-specific knowledge, attitudes, and skills are 
important features of culture-specific healthcare.24 Matching a mother with a non-
Western cultural background to a mentor from the same culture, facilitates 
accessibility and acceptance of support. A safe healthcare setting, and a cultural 
sensitive kind of assistance lead to greater acceptance of support offered to abused 
women are main preconditions for offering support to this difficult accessible group 
of women. 
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The helping relationship 
Not only the content or the manner in which support is provided are important 
success factors but also the quality of the helping relationship. A helping 
relationship between mentor and abused women makes that women feel taken 
seriously and safe and start sharing their concerns and needs with mentors. This 
makes them more aware about their situation and encourages them to think about 
opportunities to change. A concerned, non-judgmental, perseverant patient 
approach reinforces the quality of the helping relationship between mentor 
mothers and abused women. 
Although women exposed to IPV indicate that they want their care providers to ask 
questions about IPV, they may not be ready to disclose IPV or ask for resources and 
services from providers.25, Abused women describe change in IPV as a gradual 
process that may take time.26 
Understanding turning-points  that  contribute  to  women’s  motivation  for  change  is  
not only important for the abused women themselves, but also for care providers 
who support abused women. Turning-points are specific incidents, factors, or 
circumstances that permanently change how abused women view the violence, 
their relationship, and how they wish to respond. In a qualitative study on abused 
women, the following turning-points were identified: protecting others from abuse; 
increased severity of abuse; increased awareness of possibilities for support and 
resources; recognition that the abuser will not change; and partner infidelity.27 
These turning-points represent changes in beliefs about themselves, their partners, 
and their situation. If we apply these outcomes to the stages of change model, 
these women are mainly in the pre-contemplation or the contemplation stages.28 In 
the pre-contemplation stage, they are not yet aware of the problem and do not feel 
the need to change or deal with the problem. In the contemplation stage, victims 
have greater awareness of the unwanted situation and start to reflect on the 
advantages and disadvantages of change. Next in the following preparation stage, 
the goals are set and translated into small manageable steps. Involving other 
people at this point can motivate them to actually move on to the next stage: 
implementation (action). In this stage, the proposed plans will be carried out, and 
the acquisition of new skills is important. The next stage is about the continuation 
of new behavior (maintenance), in which making a plan to prevent relapse to 
unwanted behavior is an important part. The relapse prevention plan provides 
concrete steps for coping with threats and aims to prevent relapse to the abusive 
situation. It also details what can be done if there is a relapse . 
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Abused women are mostly at the very beginning of changing their abusive 
situation. Awareness of turning-points and of the stages of change by care 
providers will motivate women to move forward in their process of change.23 This 
makes abused mothers feel more empowered to face the challenge of adequately 
dealing with partner violence. Mentoring as a form of peer support, as outlined in 
the introduction, promotes an informal and equal kind of collaboration and 
strengthens the helping relationship. Equality in the relationship between mentor 
mothers and abused women is important and peer support improves 
cooperation17,29-31 and will be helpful for reducing depression.12 Vygotsky’s  concept  
of the zone of proximal development, defined as the area to solve a problem with 
the help of an adult or more able peer, implicates that people have to tackle 
problems in their zone of proximal development.32 They need peer support in order 
to work in that zone.33 This underlined the importance of peer support for changes, 
which means that abused women require the committed support of more able 
peers or experts who understand their situation and create a meaningful 
collaboration between abused women and mentor mothers.  
To decrease IPV and its consequences, abused women need peer support as they 
work on these complex problems, with supporters helping them to find resources, 
keep track of their progress, break larger problems down into smaller ones, and so 
on. The helping relationship is also mentioned in the literature as an important 
factor in treatment effectiveness.26,34,35 If care providers are kind, caring, 
supportive, and empathic toward their patients, this will help to foster trust in 
patients.36 Such trust is considered to be an important aspect of a high-quality 
therapeutic and helping relationships and aids patients to be hopeful and confident 
about  the  treatment’s  success.37  
As in the relationship between abused women and the abuser is marked by 
inequalities, there is also a non-equivalence, hierarchy in the relationship between 
care provider and care receiver. When care providers, in their role as experts, are 
unaware of this inequality and do not validate the relevance of abused  women’s  
experiences, there is every likelihood that they, just like in the relationship with the 
abuser, will show the same behavior, withdraw, and take an inert position. This may 
induce insecurity, irritation, and/or discouragement in the care provider.38  
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What  will  happen  depends  on  the  care  providers’  interpretations.  Misguided  care  
provider  interpretations  of  abused  women’s  behavior  may give rise to a disrupted 
care relationship and have a negative effect on treatment and support outcomes. 
During the intensive coaching process with the mentor mothers in the MeMoSA 
interventions,  special  attention  was  paid  to  the  mentor  mothers’  interpretations. 
Besides the content of the interventions, this process also focused on the attitudes 
and cognitions of the mentor mothers themselves through intensive training and 
coaching sessions with the coordinator (GJP), once in a fortnight. This is how the 
MeMoSA program safeguarded a sound helping relationship, which is of crucial 
importance for effectiveness of the approach. Other studies underlines the need for 
healthcare professionals to respond in a nonjudgmental way, to create a 
nonhierarchical relationship with acceptance of the complexity of an abusive 
situation  with  respect  to  women’s  wishes  and  to  avoid  pressure  in  taking  
decisions.6,39 Moreover, this also helps to prevent the mental burden on the care 
provider from becoming too heavy. In this way a good relationship between women 
and mentor will be helpful that the abused women start sharing their concerns and 
needs. This kind of peer support with supervision results in a simultaneous 
movement towards autonomy and encourages individual strengths of abused 
women.8,17,29  
A recent study in Europe shows that when asked which type of support they need 
as a result of the most serious incident of violence, women indicate that, foremost 
they wanted to have someone to talk to and support them (33-54%) followed by 
protection (12-25%) and other practical help (13-21%).40  
In summary, in providing support to women who are victims of partner violence, 
building a committed, non-judgmental,  equal  relationship  as  a  ‘professional  friend’  
is an important factor in effectiveness. 
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III. How to reach out to victims of partner violence 
It is extraordinarily difficult for GPs to detect partner violence, but even if they do 
actually detect the issue, this does not necessarily mean that victims will receive 
appropriate support.41 Detection of partner violence is the first precondition before 
any support can be provided. A systematic review of quantitative studies on 
detection of IPV reveals baseline recognition of 0-3% by care providers.42 GP 
training helps to improve the detection of partner violence: trained GPs detect one 
in five abused women as victims. Nevertheless, it is difficult for GPs to identify 
specific  (clusters  of)  patients’  complaints  and  risk  factors  in  the  consulting  room  as  
a reason to suspect current or past violence. 
Abused women in disadvantaged areas find it hard to share psychosocial problems, 
including IPV, with care providers. Not only the MeMoSA interventions, but also 
international studies such as the MOSAIC study in Australia, met with instances of 
underpowering.7Our study also shows that once partner violence has been 
discussed with the GP, this does not mean that women will accept support. Abused 
women regularly minimize the seriousness of their situation and they do not expect 
that their GPs or other care providers can actually help them. Despite of the 
seriousness of the violence, however, this group is often not ready to act, which is 
in line with the pre-contemplation stage. This decreases the likelihood that they will 
raise the subject themselves and will seek support to deal with it.43,44  
In addition, fear of the abuser also prevents abused women from discussing the 
subject with their GP. Negative care experiences are another impediment to 
accepting support. As the content of the regular care services does not always 
match the demands of abused women, they tend to get discouraged; they 
withdraw and are reluctant to seek support again. It will require many efforts in 
many areas to reach out to these women. 
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Methodological considerations 
A randomized controlled trial (RCT) study was originally designed to compare the 
effects of this MeMoSA home-visiting intervention with usual care. Randomization 
took place at practice level. GPs in intervention practices were directly in contact 
with mentor mothers and offered mentor support. The control group offered 
regular care and was asked to fill out the same questionnaires as the intervention 
group. As no participant was included in the control group after one year, we 
modified MeMoSA to a pre-post study design. Therefore, a control group in our 
study protocol is lacking. 
Although the positive effects of the intervention program are substantial, we 
cannot eliminate selection bias. Beside this, the attrition rate of 35% during the 
home-visiting program (MeMoSA) created an attrition bias. When compared to a 
similar type of study, (the Australian MOSAIC-study) this attrition rate is very 
similar.7 Although the women were reluctant to participate in the MeMoSA 
program, the participating women may have been more motivated than those who 
left the program. Such volunteer or self-selection bias cannot be entirely ruled out. 
Nevertheless, the women who did accept support from the mentor mothers, as our 
interview showed, initially had very low or no expectations that this support would 
benefit them. 
As mentioned before, it is difficult to reach abused women. Our results of the 
intervention study and the qualitative studies are based on a small group of abused 
women. Generally, it is difficult to detect IPV. After detection, it is often difficult for 
women to accept any type of support, or they do not finish the support they have 
been offered. This behavior is in line with other international studies.7-9 In this 
intervention study, we optimized the inclusion of abused women by training all 
participating family doctors. IPV-trained family doctors are more sensitive in 
detecting the signs and symptoms of IPV.45  
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Implications for practice 
Mentor support is a paraprofessional kind of support for abused women in general 
practice, bridging the gap between family practice and healthcare support. 
Paraprofessional support is rarely investigated in family practice.46  
This accessible kind of support can be offered not only in the GP practice but also 
elsewhere in primary healthcare, such as in obstetric care by midwives and in 
preventive youth healthcare. It is important for victim support to the understand 
turning points that  contribute  to  women’s  motivation  for  change.  Patience,  
avoiding pressure to change and acceptance of the complexity of their situation are 
needed for healthcare providers.27,39 This goes for all care providers, including those 
in specialist mental healthcare (GBGGZ or GGGZ). Care providers, therefore, must 
be aware of what steps to take and how to apply them in practice. Interventions by 
paraprofessionals, finally, also need to be of a high-quality standard. For that 
purpose, the quality of the support process was given a lot of attention. The mentor 
mothers were enrolled after a critical selection procedure in an intensive training 
program and received coaching sessions twice a month throughout the entire 
process. A training manual was developed in which the interventions were detailed 
for each meeting. Mentor mothers should have content competencies so as to be 
able to assist and advise abused women. In addition, mentor mothers are also 
expected to be able to motivate abused women to seek professional support. They 
should have sound knowledge of social welfare organizations and good relations 
with other care providing agencies. Mentor mothers should not only have good 
communication skills but also good coordination skills. 
In addition to all these requirements, the nature of the problem of IPV is complex 
and serious, and crisis situations may arise. Crisis situations imply very high 
demands  on  the  mentor  mothers’  communicative  and  social  skills  and  also  on  their  
immunity to stress. Mentor mothers may be threatened and have been trained to 
deal with threat. All this makes it an intensive process for the mentor mothers. The 
implementation of mentor support means that a lot of attention should be paid to 
how mentorship impacts mentor mothers personally, making regular coaching a 
top priority. To prevent the intervention from being considered a noncommittal 
kind of volunteering, we chose to engage remunerated paraprofessionals to 
provide supportive coaching as mentor mothers. 
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Implications for research and education 
Our study involves a pre-post study design. We recommend the development of an 
effectiveness study in the form of a RCT with a long-term follow-up in a larger 
research population. A cost-benefit analysis should be included in such a study. 
Secondly, it is a crucial imperative to gain a better understanding of how the health 
of the victims and their children and the whole family unit (including the abuser) 
evolves: what complaints and disorders do they develop, how healthy do they feel, 
how is their mental condition, what healthcare and social services they use, etc. 
Monitoring a cohort of female victims identified in the GP practice over a long 
period of time will prove to be exceedingly difficult and intensive. However, such a 
cohort study would produce a wealth of missing information. Finally, it would be 
interesting to adjust the principles used in MeMoSA also to support the abusers and 
to evaluate its effectiveness. 
To improve the detection of partner violence by GPs, this study has opted to have 
case finding performed by trained GPs. Their training comprised not only the 
detection of signs but also the ability to motivate women to accept support. Such 
motivation is imperative. Our study shows that the way in which this topic is 
discussed during the patient-doctor consultation is decisive in whether women are 
open  to  receiving  support.  This  makes  great  demands  on  the  GPs’  knowledge  and  
skills. A training program on this topic is currently not included in most of the 
General Practice curriculums. From a professional perspective it is urgent that 
partner violence, child abuse, and elderly abuse are included as compulsory 
components in the basic curriculum of the medical schools. The same goes for 
advanced programs in General Practice and those in other specialties, such as 
emergency department, internal medicine, psychiatry, gynecology, and obstetrics. 
Although IPV is a prevalent problem, to date a specific GP guideline on how to 
detect, discuss, respond, manage and refer in case of IPV is lacking in the 
Netherlands. GP guidelines play a key role in the provision of good professional 
care. 
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Overall conclusion 
A brief home visiting intervention performed by trained mentor mothers 
(paraprofessionals) in the GP practice is a promising intervention that helps to 
reduce  partner  violence  and  abused  women’s  depressive  complaints.  After  the  
intervention, the abused women’s  social  support  system  improves  as  does  their  
social participation by enrolling in professional training or taking a job. Accepting 
suitable support of psychologists or social services did also increase among these 
women and their children. The unique feature of this intervention is the integrated 
approach for mother and child. In addition to the content of the support, the 
accessibility and availability of the mentor mothers is very important. Accessibility is 
accomplished by offering an out-reaching and culturally -sensitive approach.  
A patient-centered attitude  and  the  mentor  mothers’  equal,  respectful,  and  
persistent attitude are of great importance in counseling. MeMoSA is a fitting 
solution in primary healthcare 
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Summary 
Chapter 1 describes the rational and aims of this thesis and introduces the research 
questions.  
The main subject is the empirical study on Mentor Mothers for Support and Advice: 
MeMoSA, a new method to support abused mothers with children at home. The 
development and evaluation of this innovative intervention program is an 
important step in how to reach a group of women who are at an early stage of 
change after having experienced Intimate Partner Violence (IPV). IPV against 
women is a major, global problem with enormous health consequences. The 
prevalence of IPV is high; the WHO report indicates that the lifetime prevalence of 
physical or sexual partner violence ranges between 15 and 71%. Abused women 
suffer significantly more from (mental) health problems, specifically depression, 
than non-abused women. Abused women are commonly isolated by their abusive 
partner. The social networks of women in violent relationships are limited and offer 
less support compared with non-abused women. This hampers them to participate 
in society.  
Not only the women are victims of IPV, the children who witness the violence are 
also victimized. Research shows that they have more mental health problems and 
behavioural problems than children who have not experienced it.  
Although the prevalence of IPV is high, healthcare providers rarely identify it.  Both 
the  women’s  reluctance  to  disclose  and  the  general practitioners’  hesitations  lead  
to an underreporting of IPV in primary care. It is important to identify 
characteristics  of  abused  women’s  healthcare  utilization  in  general practice. Given 
the high prevalence of partner violence and contribution to healthcare utilization, 
improved identification of IPV is expected to provide a more appropriate response 
to and treatment of these patients. Early detection of IPV is needed. But, if IPV is 
identified the women do not always accept offered help. As a result, the problems 
continue. Insight into the process of seeking or refusing help on the part of abused 
women can lead to a better balance between the expected and the actual provided 
care for victims of IPV. Based on this, MeMoSA had been developed and 
implemented in general practice.  
The primary aim of this study is to investigate the effectiveness of a home visiting 
intervention for abused mothers, provided by trained mentor mothers in a General 
Practice (GP) setting.  
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The objective of this support program (MeMoSA), is aimed at empowering abused 
mothers and reduce exposure to Intimate Partner Violence (IPV), reduce symptoms 
of depression and to improve social support, social participation, and acceptance of 
mental health care for mother and children.  
 Although the prevalence of IPV against women in general is high, it was not 
investigated for women attending Dutch GP practices. The second aim is to 
determine the prevalence of IPV and its association with depression in women 
attending Dutch general practice. The third aim of this study is to investigate the 
characteristics of health utilization of abused women in general practice.  
Research indicates that abused women are reluctant to seek professional help, the 
question is why they do not and what do they need. The fourth aim, therefore, was to 
study the barriers to and the need for support among abused women in primary care. 
Home visiting interventions in families at risk of abuse seem promising in decreasing 
IPV. So, the fifth aim is to investigate systematically the effectiveness of Randomized 
Controlled home visiting Studies in reducing IPV experienced by women.  
Six months after the end of this home visit intervention (MeMoSA) we interviewed 
participants to evaluate what had been helpful from the view of mothers 
(caretakers) and the view of the mentor mothers (caregivers). Our final aim was to 
identify the success factors of mentor support in primary care. 
These study aims resulted into the following research questions:  
(1) What is the effectiveness of a mentor support home visiting program for 
abused mothers.  
(2) What is the prevalence of IPV among women in general practice and its relation 
to depression?  
(3) What is the impact of IPV on healthcare utilization of abused women in general 
practice?  
(4) What are facilitators and barriers for abused women to seek and accept support 
in primary care?  
(5) What is the effectiveness of home visiting interventions in high-risk women with 
children aiming to reduce IPV, measured in randomized controlled trials (RCT)? 
A systematic review.   
(6) Which factors contribute to the success of mentor support for abused mothers 
in general practice? 
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Chapter 2 presents the results of a cross-section study investigating the prevalence 
of intimate partner violence (IPV) of women attending general practice and the 
association between IPV and depression. This waiting room survey was conducted 
within 16 general practices across Rotterdam. The study population consisted of all 
women > 18 years of age attending general practice. Women were screened for 
socio-demographic factors, IPV and depression using the Composite Abuse Scale 
(CAS) and the Beck Depression Inventory (BDI). 
Thirty percent of the women attending general practice ever experienced IPV. 
Migrants experienced IPV 1.5 times more often compared to Dutch women.  
A significant association between IPV and depression was found. Half of the abused 
women were suffering from a depression. More than three-quarter of depressed 
women ever experienced IPV. We conclude that IPV is common in women 
attending general practice and it is significantly associated with depression.  
 
The aim of Chapter 3 is to investigate the healthcare utilization of abused women 
compared to non-abused. The study was designed as a matched case-control study 
in 16 general practices in deprived areas in Rotterdam. Electronic medical files of 
victims of IPV were analysed for consultation frequency, referrals, medical 
prescription and reasons for encounter over a period of five years. Controls were 
non-abused women matched for general practice, age, number of children, and 
country of origin and education level. 
Abused women visited their General Practitioner almost twice as often than non-
abused, in particular for social problems, substance abuse and reproductive health 
problems. Victims of IPV were nearly 4 times more often referred for additional 
diagnostics and approximately 3 times more often to mental healthcare than non-
victims. Abused women received 4 times more often a prescription for anti-
depressants than non-abused women. We conclude that compared to non-abused 
women, female victims of IPV visited their GP more frequently and exhibited a 
typical pattern of healthcare utilization. This could alert GPs to inquire about 
partner abuse. 
 
        
 
Chapter 9  
 
 
165 
9 
 9 
Chapter 4 presents the results of a qualitative study to obtain information on the 
process of help seeking of abused women, visiting their General Practitioner. We 
used a qualitative method with interviews in a sample of 14 abused women, 
identified in an earlier cross-sectional survey with the Composite Abuse Scale (CAS) 
and the Beck Depression Inventory (BDI). The results showed that unawareness of 
the impact of abuse on themselves and their children, unfamiliarity and negative 
experiences with professionals and fear for their partner hampers abused women to 
seek professional help.  
Our study reveals that abused women need informal support by family and friends to 
ask for professional support. Current healthcare does at the initial stage of help seeking 
not always fit the needs of abused women. At the time of the abuse, these women, 
need more practical support, after the abuse they need also psychological help. This 
study reveals that General practitioners and mothers pay little attention to the impact 
of witnessing violence on children. We conclude that when women are unaware of the 
negative consequences of IPV for their physical and mental well being of themselves 
and their children, they do not ask for professional support. Abused women view 
informal support is important in their changing process. We recommended training for 
General Practitioners in order to pay more attention to informal support and be alert to 
children’s  well  being. 
 
In Chapter 5 the results are described of a systematic review investigating the 
effectiveness of home visiting by a variety of (para)professionals in reducing intimate 
partner violence (IPV) experienced by women. Different databases were used from 
inception until March 2014. Of the 1258 articles identified, 19 (six different home 
visiting studies) met our inclusion criteria and were examined in detail. Due to 
heterogeneity of outcome measures and duration of follow-up, pooling of these results 
was considered inappropriate.  
Three different types of studies were identified: the primary focus of one study was on 
reducing intimate partner violence of abused mothers with young children (Australia); 
two studies (Hawaii, The Netherlands) with a primary focus on reduction of child abuse 
and a secondary focus on IPV and finally three studies from the USA, which only aimed 
at reducing child abuse by providing support to the mother.  The Australian study 
reported a significant lowering of the IPV score at one-year follow-up.  
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The Hawaii-study showed significantly lower rates of physical assault after three years 
follow  up  and  the  Dutch  study  showed  a  significant  decrease  of  mothers’  physical  
assaults two years after birth. The other three studies showed no significant reduction 
of IPV. We concluded that home visiting interventions, that pay explicit attention to 
stopping IPV, seem to be effective in reducing IPV in the short run. However, it is not 
known whether these results are long term effective.  
 
Chapter 6 presents a low threshold home-visiting intervention for abused women 
provided by trained mentor mothers in general practice (MeMoSA). The aim was to 
reduce exposure to intimate partner violence, symptoms of depression as well as to 
improve social support, participation in society and acceptance of mental health care. 
We conducted a pre-post study of a 16-week mentoring intervention for identified 
abused women with children at home. After referral by a general practitioner, a mentor 
mother visited the abused woman weekly. Primary outcomes regarding the occurrence 
of IPV have been assessed with the Composite Abuse Scale (CAS), for measuring 
depressive symptoms we used the Symptom Checklist (SCL 90) and for assessing social 
support the Utrecht Coping List (UCL) was used. Secondary outcomes are analysed 
qualitatively, regarding participation in society defined as employment and education 
and the acceptance of mental healthcare. 63 out of 66 abused women were referred to 
mentor support. In total, 43 participants completed the intervention programme. The 
exposure to intimate partner violence after completing the mentor mother support 
program  decreased  from  CAS  total  46.7  (SD  24.7)  to  9.0  (SD  9.1)  (P  ≤  0.001). Symptoms 
of  depression  decreased  from  53.3  (SD  13.7)  to  34.8  (SD  11.5)  (P  ≤  0.001) and social 
support  increased  from  13.2  (SD  4.0)  to  15.2  (SD  3.5)  (P  ≤  0.001).  ‘Participation  in  
society’  and  ‘the  acceptance  of  mental  health  for  mother  and  child’  improved.  In  
conclusion, sixteen weekly visits by trained mentor mothers are a promising 
intervention to decrease exposure to intimate partner violence and symptoms of 
depression, as well as to improve social support, participation in society and the level of 
acceptance of professional help for abused women and their children. 
 
Chapter 7 addresses the question which factors make a mentor mother support 
program (MeMoSA) for abused women successful. We used semi-structured 
interviews with abused women and focus group discussions with the mentor 
mothers to evaluate their experiences and needs within a mentor support program. 
Fourteen abused women were interviewed 6 months after the support programme 
ended. Mentor mothers participated in two focus group discussions.  
        
 
Chapter 9  
 
 
167 
9 
 9 
Abused women emphasized that non-judgmental listening, equivalence, 
involvement and bonding are important factors for successful support. Mentor 
mothers described that empathy, availability, persistence and advocacy fitted the 
needs of women best to empower them and help them to cope with their violent 
situation at home. A safe place to meet each other was also an important factor. 
We concluded that a good relationship, tailored support provided by home visiting, 
advocacy and safety are required to effectively help abused women.  
 
Finally, in Chapter 8, the general discussion of the thesis, presents a brief overview 
of the main findings and addresses methodological considerations. It ends with the 
implications and recommendations for further research and practice. Mentor 
mother support (MeMoSA) is a paraprofessional kind of support for abused women 
in general practice, which seems a promising intervention to reduce the exposure 
of intimate partner violence. After participating in this program, it seems that 
abused women became stronger and break through their social isolation. MeMoSA 
also supports the children in these abusive families and seeks together with the 
mother for suitable support for them. MeMoSA possibly hampers the 
intergenerational transmission of violence. A limitation in this study is the lack of a 
control group and the small size of the study group.  
General practice seems to be an excellent opportunity to find and support currently 
abused mothers at an early stage. Although, the nature of the problem of IPV is 
complex, serious, and crisis situations may arise, the informal, accessible and expert 
support by paraprofessionals at home seems to fit with the women’s need. Crisis 
implies  very  high  demands  on  the  mentor  mothers’  communicative  and  social  skills  
and also on their immunity to stress. Therefore, training and supervision of these 
mentor mothers is important. 
The women who find themselves in a current abusive relationship are difficult to 
reach. They are ambivalent as they are reluctant to accept help, even would like to 
change their situation. To bridge this gap, this thesis recommended that (family) 
doctors should be structurally trained to identify intimate partner violence and to 
motivate these women to accept support. Moreover, it also recommends the 
assistance by trained paraprofessionals (mentor mothers) as a promising and 
effective intervention. The importance of a good patient relationship is therapeutic 
in itself and therefor powerful and an important tool to support abused mothers.  
MeMoSA tries to bridge over the barriers for abused mothers and will be helpful to 
liberation. 
        
Summary & 
Samenvatting 
 
 
168 
9 
 9 
Samenvatting 
Hoofdstuk 1 beschrijft de achtergrond, de aanleiding en de relevantie van deze 
studie.  
Het belangrijkste onderwerp van dit proefschrift is de studie over Mentor Moeders 
voor Steun en Advies: MeMoSA, een nieuwe methode voor het ondersteunen van 
moeders, die slachtoffer zijn van partnergeweld. Dit programma wordt aangeboden 
vanuit de huisartsenpraktijk. Hierbij krijgen mishandelde vrouwen en ook hun 
kinderen in een zo vroeg mogelijk stadium ondersteuning om partnergeweld te 
stoppen.  
Partnergeweld tegen vrouwen is een groot, mondiaal en maatschappelijk probleem. 
Uit publicaties van de World Health Organisatie (WHO) blijkt dat de prevalentie van 
fysiek en/of seksueel partnergeweld varieert tussen de 15 en 71%. Partnergeweld 
heeft grote negatieve gevolgen voor de (psychische) gezondheid van de slachtoffers. 
Ondanks de hoge prevalentie van partnergeweld en de gezondheidsklachten wordt 
partnergeweld weinig herkend door huisartsen en andere hulpverleners. Zowel de 
schroom en schaamte van de vrouwen om hierover te praten als de terughoudend-
heid van de huisarts om dit onderwerp ter sprake te brengen, zorgen voor 
onderrapportage van partnergeweld in de huisartsenpraktijk. De herkenning van 
partnergeweld is complex. Partnergeweld blijft daardoor veelal verborgen.  
Niet alleen de vrouwen zijn slachtoffer van partnergeweld, ook de kinderen die thuis 
wonen en getuige zijn van het geweld hebben meer psychische klachten en 
gedragsproblemen dan kinderen die dit niet hebben meegemaakt.  
Een vroegtijdige herkenning van partnergeweld is dus noodzakelijk, ook om een 
toename van gezondheidsklachten onder de vrouwen en hun kinderen te 
voorkomen. 
Echter, als het partnergeweld is besproken met de huisarts, wil dat nog niet altijd 
zeggen dat deze vrouwen gebruik maken van de aangeboden hulp. Er is onderzoek 
nodig waaruit blijkt waardoor dit komt. Op basis van de uitkomsten van deze 
onderzoeken, is MeMoSA ontwikkeld en op effectiviteit onderzocht.  
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Het primaire doel van deze studie is om de effectiviteit van de interventie vanuit de 
huisartsenpraktijk voor moeders die slachtoffer zijn van partnergeweld te 
onderzoeken. De hulp wordt door getrainde mentor moeders in de thuissituatie 
aangeboden. Het doel van deze hulpverlening is dat het partnergeweld stopt, de 
depressieve klachten verminderen en dat de sociale steun rondom de slachtoffers 
verbetert. Om hun sociaal isolement te doorbreken is het vergroten van deelname 
aan de maatschappij (een opleiding of het vinden van werk) en - als dat nodig is - het 
aanvaarden van psychologische behandeling voor henzelf of voor hun kinderen ook 
een belangrijk doel.  
Internationaal is bekend dat de prevalentie van partnergeweld hoog is; in de 
Nederlandse huisartsenpraktijk is echter nog niet onderzocht hoe vaak vrouwen 
slachtoffer zijn van partnergeweld. Dit is het tweede doel van deze studie.  
Tevens wordt onderzocht of vrouwen die slachtoffer zijn van partnergeweld meer 
depressieve klachten hebben dan vrouwen, die dit niet hebben meegemaakt. Uit 
onderzoek blijkt dat er een relatie bestaat tussen partnergeweld en een toename van 
gezondheidsklachten. Over het zorggebruik van mishandelde vrouwen in de 
Nederlandse huisartsenpraktijk is weinig bekend. Het derde doel van deze studie is 
om de kenmerken van het zorggebruik van mishandelde vrouwen te vergelijken met 
dat van niet-mishandelde vrouwen.  
Als het partnergeweld besproken is met de huisarts, is het niet vanzelfsprekend, dat 
de vrouw gebruik maakt van de aangeboden professionele hulp. Het is de vraag 
waardoor dat niet gebeurt. Daarom is het vierde doel in deze studie om te 
onderzoeken wat deze vrouwen belemmert om hulp te zoeken en welke hulp ze 
nodig hebben.  
Mede door de complexe herkenning van deze problematiek en het mijden van zorg, 
is het ingewikkeld om mishandelde vrouwen te bereiken. Uit een aantal studies blijkt 
het thuis bezoeken van deze moeders een succesvolle manier van hulpverlenen 
(home visiting). Of dit echter ook tot een afname van partnergeweld leidt, is nog niet 
eerder onderzocht. Om die reden is in dit proefschrift op systematische manier 
onderzocht of uit eerdere home visiting interventies (alleen gerandomiseerde studies 
met een controlegroep (RCT)) blijkt of dit resulteert in een afname van partnergeweld 
(vijfde doel). 
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Zes maanden na MeMoSA, zijn alle vrouwen die aan het programma hebben 
deelgenomen benaderd voor een interview. Het doel was om te onderzoeken welke 
factoren de vrouwen geholpen hebben. Niet alleen de vrouwen die deelgenomen aan 
MeMoSA zijn benaderd, ook de mentormoeders, die de hulp hebben aangeboden, 
zijn middels focusgroepen gevraagd wat volgens hen belangrijke factoren zijn voor 
het welslagen van MeMoSA (zesde doel). 
 
Bovengenoemde doelstellingen resulteren in de volgende onderzoeksvragen:  
(1) Wat is de effectiviteit van het mentormoeder ondersteuningsprogramma 
MeMoSA voor mishandelde moeders?  
(2) Wat is de prevalentie van partnergeweld onder vrouwen die de huisartspraktijk 
bezoeken en wat is de relatie tussen partnergeweld en depressie?  
(3) Wat is de impact van partnergeweld op zorggebruik van mishandelde vrouwen in 
de huisartspraktijk?  
(4) Wat zijn barrières voor mishandelde vrouwen om hulp te zoeken en welke 
ondersteuning hebben ze nodig?  
(5) Is er door het thuis aanbieden van hulp aan vrouwen met een verhoogd risico op 
partnergeweld sprake van een effectieve daling van het partnergeweld? Hierbij 
zijn de uitkomsten van gerandomiseerde studies met een controlegroep (RCT) op 
systematische wijze onderzocht (een systematische review).  
(6) Welke factoren dragen bij aan het succes van de mentormoederondersteuning 
voor mishandelde moeders in de huisartspraktijk? 
 
Hoofdstuk 2 beschrijft de resultaten van het onderzoek naar de prevalentie van 
partnergeweld onder vrouwen die Rotterdamse huisartsenpraktijken bezoeken. Ook 
de associatie tussen partnergeweld en depressie is onderzocht. Aan dit onderzoek 
hebben alleen vrouwen die ouder dan 18 jaar waren deelgenomen. Om 
partnergeweld vast te stellen, is de Composite Abuse Scale (CAS)-vragenlijst gebruikt 
en om de depressie vast te stellen is de Beck Depression Inventory (BDI) gebruikt.  
Uit het onderzoek blijkt dat 30 procent van de vrouwen die de huisartsenpraktijk 
bezocht ooit partnergeweld heeft meegemaakt. Ook is een significant verband tussen 
partnergeweld en depressie gevonden. De helft van de mishandelde vrouwen leed 
aan een depressie. Meer dan drie kwart van de depressieve vrouwen heeft ooit 
partnergeweld meegemaakt.  
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In hoofdstuk 3 is met behulp van het Elektronische Patiënten Dossier (EPD) uit 16 
huisartsenpraktijken in Rotterdam onderzocht of er verschillen zijn in het zorggebruik 
van vrouwelijke slachtoffers van partnergeweld (case) vergeleken met niet-
mishandelde vrouwen (control). In beide groepen zijn het aantal huisartsbezoeken,  
aantal verwijzingen, aantal recepten en de redenen voor het huisartsbezoek 
geanalyseerd. Uit de resultaten van deze case-control studie blijkt dat vrouwelijke 
slachtoffers van partnergeweld de huisarts bijna 1,5 keer zo vaak bezochten dan niet 
mishandelde vrouwen. Ook hadden ze meer gynaecologische en 
zwangerschapsklachten. De huisarts verwees de slachtoffers van partnergeweld 
vaker voor aanvullend specialistisch onderzoek en voor psychische hulp dan niet 
slachtoffers van partnergeweld. Verder bleek dat de slachtoffers van partnergeweld 
meer sociale problemen hebben en ook meer antidepressiva kregen voorgeschreven 
dan vrouwen zonder partnergeweld. Concluderend blijkt dat vrouwen die slachtoffer 
zijn van partnergeweld op een aantal gebieden meer gebruik maken van de 
gezondheidszorg dan niet-mishandelde vrouwen.  
 
Hoofdstuk 4 beschrijft het proces van het hulp zoeken van mishandelde vrouwen in 
de huisartsenpraktijk. Onder 14 vrouwen die ooit slachtoffer van partnergeweld zijn 
geweest, is middels interviews onderzocht wat hen belemmerde om hulp te 
accepteren en wat ze nodig hadden. De resultaten tonen aan dat ze zich niet bewust 
zijn van de gevolgen van partnergeweld voor hun gezondheid. Ze zijn zich ook niet 
bewust welke gevolgen dit voor hun kinderen heeft. 
Ook blijkt dat ze veelal niet weten welke hulp mogelijk is en dat negatieve ervaringen 
met professionals hen belemmerd heeft om de aangeboden hulp te continueren. Tot 
slot, blijkt  ook dat de angst voor hun partner hen heeft belemmerd om professionele 
hulp te zoeken.  
Deze studie laat zien dat mishandelde vrouwen behoefte hebben aan de informele 
steun van familie en vrienden. Deze steun kan hen helpen om uiteindelijk de stap 
naar professionele hulpverlening te maken. Ook blijkt dat het aanbod van de 
gezondheidszorg niet altijd past bij wat deze mishandelde vrouwen nodig hebben. 
Vrouwen die in een actueel bedreigende en mishandelde situatie zitten, hebben 
eerder behoefte aan praktische ondersteuning en in een later stadium is er meer 
behoefte aan psychologische hulp. Ook blijkt dat huisartsen en moeders weinig 
aandacht geven aan de kinderen die getuige zijn van het partnergeweld.  
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Hoofdstuk 5 beschrijft de resultaten van een systematische review. In deze review 
wordt onderzocht of het hulpverlenen in de thuissituaties aan vrouwen met een hoog 
risico op partnergeweld tot een afname leidt van partnergeweld. Om alle 
gerandomiseerde studies met controlegroep op te zoeken zijn verschillende 
databases gebruikt. Alle studies tot maart 2014 zijn geïnventariseerd. In het totaal zijn 
1258 artikelen gevonden; daarvan voldeden uiteindelijk 19 artikelen aan de gestelde 
criteria. Deze 19 artikelen beschrijven zes verschillende studies waarin huisbezoeken 
werden ingezet. Alle studies gebruiken meetinstrumenten om partnergeweld vast te 
stellen. Ook is duur van de interventieperiode verschillend. Daardoor zijn de studies 
lastig met elkaar te vergelijken. Bij deze zes studies wordt de begeleiding van de 
moeders op drie verschillende manieren ingevuld (interventie):  
(1) in één studie staat primair het verminderen van partnergeweld bij moeders met 
jonge kinderen centraal (Australië); 
(2) twee studies (Hawaï, Nederland) richten zich in de eerste plaats op het 
terugdringen van kindermishandeling en in de tweede plaats op het reduceren 
van partnergeweld; 
(3) drie studies (alle in de Verenigde Staten) zijn alleen gericht zijn op het 
terugdringen van kindermishandeling door het verlenen van steun aan de 
moeder. Alleen bij de studies waarin de moeder expliciet begeleiding krijgt om het 
partnergeweld te stoppen, blijkt een significante afname van partnergeweld. We 
concludeerden dat als de hulp die de moeder thuis krijgt, inhoudelijk gericht is op 
het stoppen van partnergeweld, dit ook tot afname leidt. In de andere situaties is 
dat niet het geval. Of deze resultaten op lange termijn ook effectief blijken te zijn, 
is niet bekend.  
 
Hoofdstuk 6 beschrijft het nieuw ontwikkelde begeleidingsprogramma voor vrouwen 
die thuis geconfronteerd worden met partnergeweld (MeMoSA). Deze interventie 
wordt vanuit de huisartsenpraktijk aangeboden door getrainde mentor moeders. Het 
doel van MeMoSA is om partnergeweld te stoppen, depressieve klachten te 
verminderen, de sociale ondersteuning van deze moeders als ook hun deelname aan 
de samenleving (een opleiding volgen of het vinden van een baan) te verbeteren. Ook 
is een belangrijk doel dat als psychologische behandeling voor henzelf of hun 
kinderen nodig is, zij daarvan gebruik gaan maken.  
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Na verwijzing door een huisarts naar MeMoSA, krijgt de mishandelde vrouw iedere 
week gedurende 16 weken thuis begeleiding door de mentor moeder. Aan het begin 
en aan het einde van de aangeboden hulp door de mentor moeder worden metingen 
uitgevoerd.  Partnergeweld is gemeten met de Composite Abuse Scale (CAS)-
vragenlijst, de depressieve klachten met de klachten vragenlijst (SCL90) en de sociale 
support werd gemeten met de Utrechtse Coping Lijst (UCL). De participatie in de 
maatschappij en de acceptatie van psychologische behandeling zijn kwalitatief 
gemeten. In het totaal hebben 43 vrouwen het hele traject van 16 weken gevolgd. Na 
MeMoSA blijkt dat er een daling was van het partnergeweld en van de depressieve 
klachten. De sociale steun van de vrouwen was aan het einde groter dan aan het 
begin van MeMoSA. Ook bleek dat na het mentor moeder programma meer vrouwen 
een opleiding waren begonnen of een baan hadden gevonden dan aan het begin. Tot 
slot kregen aan het einde meer vrouwen en kinderen psychologische behandeling 
vanuit de geestelijke gezondheidszorg.  
Concluderend, lijkt de hulp door getrainde mentor moeders een veelbelovende 
manier om moeders die slachtoffer zijn van partnergeweld vanuit de 
huisartsenpraktijk te ondersteunen.  
 
In hoofdstuk 7 is op kwalitatieve manier onderzocht welke factoren van het mentor 
moeder programma (MeMoSA) voor de deelnemende moeders belangrijk zijn 
geweest waardoor het voor hen succesvol is geweest. Zes maanden na beëindiging 
van het mentor support programma zijn 14 moeders geïnterviewd. Niet alleen de 
ervaringen van de deelnemers zijn in kaart gebracht, ook de ervaringen van de 
mentor moeders zijn door twee verschillende focusgroepen geïnventariseerd.  
Mishandelde vrouwen benadrukten dat de niet-veroordelende, luisterende houding 
en de betrokkenheid tussen de mentor moeder en de vrouwen belangrijke factoren 
zijn voor een succesvolle ondersteuning. Volgens de mentor moeders zijn empathie, 
beschikbaarheid, doorzettingsvermogen en het behartigen van de belangen van de 
mishandelde vrouwen (bijvoorbeeld bij de sociale dienst of zorginstellingen) 
belangrijk om de vrouwen sterker te maken. Ook vinden ze het belangrijk dat 
vrouwen geleerd wordt om beter om te gaan met de gewelddadige thuissituatie. Tot 
slot, omschrijven ze dat een veilige ontmoetingsplaats voor de mishandelde vrouw en 
de mentor moeder ook belangrijk is voor het succes van de begeleiding.  
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Hoofdstuk 8, de algemene discussie, beschrijft een overzicht van de belangrijkste 
bevindingen van dit proefschrift en bespreekt enkele methodologische kwesties. Dit 
hoofdstuk eindigt met de implicaties en aanbevelingen voor onderzoek en de 
praktijk.  Mentor moeder hulp (MeMoSA) wordt vanuit de huisartsenpraktijk 
aangeboden en is een paraprofessionele ondersteuning voor vrouwelijke slachtoffers 
van partnergeweld. Deze ondersteuning leidt tot een afname van de blootstelling aan 
partnergeweld. Na de hulp voelen de slachtoffers van partnergeweld zich sterker en 
lijkt het sociale isolement te zijn doorbroken. MeMoSA heeft aandacht voor de 
kinderen in deze gezinnen en zoekt samen met de moeder naar passende steun voor 
hen. Door de zorg voor de kinderen in deze gezinnen, wordt mogelijk 
intergenerationele voorzetting van geweld voorkomen. 
Een beperking bij dit onderzoek is dat een goede controlegroep ontbreekt en dat het 
onderzoek in een kleine studiegroep is uitgevoerd.  
Ondanks de complexiteit van partnergeweld lijkt de huisartsenpraktijk een uitgelezen 
plaats om in een vroegtijdig stadium ondersteuning te bieden aan deze moeders en 
hun kinderen. De moeders die bereikt worden zitten nog wel in een actueel 
bedreigende gewelddadige situatie en soms kunnen er ook crisissituaties ontstaan. 
Dat stelt hoge eisen aan de kennis en communicatieve vaardigheden van de mentor 
moeders. Dat de mentor moeders hierin goed getraind zijn en ook supervisie krijgen 
is daarom ook erg belangrijk.  
De vrouwen die in een actueel gewelddadige relatie verkeren, zijn moeilijk 
bereikbaar. Ook zijn ze ambivalent ten aanzien van het accepteren van hulp, ondanks 
dat ze wel graag verandering willen. Om deze kloof te overbruggen wordt in dit 
proefschrift aanbevolen dat (huis)artsen structureel getraind worden in het 
herkennen en bespreekbaar maken van partnergeweld. Ook lijkt op basis van dit 
onderzoek dat de  hulp door goed getrainde paraprofessionals aan moeders die 
slachtoffer zijn van partnergeweld vanuit de huisartsenpraktijk effectief kan zijn. Het 
belang van een goede hulpverlener-patiënt relatie is daarin een belangrijk instrument 
om slachtoffers van actueel partnergeweld te begeleiden. 
Door de hulp van de mentor moeder kan voor een slachtoffer van partnergeweld een 
brug geslagen worden naar een (be)vrij(d) leven. 
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Dank 
Eind  2006  begonnen,…  eind  2014  is  het  dan  eindelijk  zover.  Had  dat  niet  wat  sneller  
gekund? Ja, misschien wel, maar dan had ik niet deel kunnen nemen aan allerlei 
gezins- en familieactiviteiten, was er geen ruimte geweest voor sociale en kerkelijke 
activiteiten, had ik niet moeten gaan werken op de universiteit van Utrecht, had ik 
moeten bedanken om in 2013 een maand naar de Verenigde Staten te gaan, had ik 
minder  in  de  praktijk  kunnen  werken…   
In de afgelopen jaren heb ik steeds geprobeerd een goede balans te vinden tussen 
privé en werk, de ene keer ging dat wat beter dan de andere keer. Terugkijkend ben 
ik dankbaar voor het proces, dankbaar voor het resultaat.  
Partnergeweld moet stoppen; hopelijk levert dit onderzoek daar in de toekomst 
een bijdrage aan. Dank voor ieder die hieraan heeft meegewerkt! 
 
Sylvie Lo Fo Wong, jij bent eigenlijk de geestelijke moeder van dit project. Het 
begon allemaal bij huisartsgeneeskunde in Rotterdam. Sylvie, toen Hans trots over 
je promotie sprak, belde ik je op om te vragen of je de huisartsen in opleiding wilde 
trainen in het herkennen van partnergeweld. Ondanks je drukke agenda, was dat zo 
geregeld. Na deze training vertelde je dat er een vervolg zou komen: er moest een 
interventie voor de slachtoffers van partnergeweld worden ontwikkeld en op 
effectiviteit onderzocht worden. Vanaf het moment van solliciteren, ging het 
allemaal heel snel. De afdeling huisartsgeneeskunde in Rotterdam, wilde 
meewerken zodat ik eerder kon beginnen. Dank, Frits Bareman en Herman 
Bueving! Daarna begon de intensieve samenwerking met jou, Sylvie. Alles moest 
worden ontwikkeld: de taakomschrijving van de mentor moeders, de werving & 
selectie, de inhoud van de training voor de mentor moeders, de methodiek van 
begeleiden, de werving en training van huisartsen, de implementatie van een 
nieuwe zorgvorm  in  de  huisartsenpraktijk,  ….enz.,  enz.    Altijd  kon  ik  op  je  rekenen.  
Dank je wel, Sylvie, voor je enorme steun, je beschikbaarheid, je snelle en 
deskundige  feedback  op  al  m’n  (schrijf)werk;  dank  voor  je  inzet  voor  deze  
kwetsbare vrouwen!  
 
Toine Lagro-Janssen, mijn promotor, dank je voor de unieke mogelijkheid die je me 
hebt gegeven. Dank dat je je zo inzet voor vrouwen die slachtoffer zijn van geweld. 
Je hebt, door je begeleiding aan mij, ook hen geholpen. Door jouw coaching heb ik 
me wetenschappelijk verder kunnen ontwikkelen.  
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Vaak hadden we begeleidingscommissie in de vroege ochtend. Naast het 
inhoudelijke, gaf je er een huiselijk sfeertje aan. Een bak verse koffie en dan aan de 
slag. Ergens halverwege het begeleidingsuur, stond je meestal even op en pakte je 
de koekjestrommel of had je lekkere snoepjes of chocolade. Bewondering heb ik 
voor je enorme bevlogenheid, je efficiëntie, je gedegen feedback was snel, 
kernachtig en vaak handgeschreven. Dank, dat je altijd naar mogelijkheden zocht 
om de voortgang erin te houden; zelfs als we daarvoor op zaterdagochtend in 
Rotterdam moesten afspreken. Enorm veel dank! 
 
Renée Römkens, jij werd pas later in het proces mijn tweede promotor. In die 
periode was het voor jou enorm druk door de wisseling van banen. Toch probeerde 
je altijd je best te doen om aanwezig te zijn in de begeleidingscommissie. Dank, ook 
voor je deskundigheid, je bedachtzaamheid, je rust en prettige manier van feedback 
geven. Het bracht verdieping.  
 
Dank aan de leden van de manuscriptcommissie, prof. dr. J.B. Prins (voorzitter), 
prof. dr. R.J. van der Gaag, prof. dr. J.F.M. Metsemakers voor jullie bereidheid om 
tijd te besteden aan de inhoudelijke beoordeling van mijn proefschrift. 
 
Alle mentormoeders: Tahra Benjaa, Sacha Balsemhof, Sila Boedhoe, Ineke Top, 
Meryth Buds, Munevver Yalniz, Nouzha Malki, Joanna Raap, Julie Toidor, Fatma 
Pektas, Houria Tourich en Xiomara Samba, ben ik veel dank verschuldigd. Jullie 
hebben de begeleiding van de moeders gedaan: de kogelgaten in de deur zien 
zitten, de taxi gebeld om een moeder met baby naar de vrouwenopvang te 
brengen, voor dichte deuren gestaan, de gesprekken gevoerd bij de sociale dienst, 
jullie hebben de verandering gezien bij de moeders. Door jullie hoop, 
betrokkenheid, vasthoudendheid en jullie actieve inzet voor de slachtoffers van 
partnergeweld is MeMoSA op de Rotterdamse kaart gekomen; zijn levens van 
vrouwen veranderd. Heel veel dank daarvoor. 
 
Ook alle huisartsen uit Rotterdam, en niet te vergeten hun assistentes, wil ik 
bedanken voor hun inzet voor dit project. Dank voor jullie tijd, jullie inzet ondanks 
de altijd weer drukke werkzaamheden in de huisartsenpraktijk. 
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Gerard van der Zalm, dank voor al je ondersteuning vanuit de GGD in Rotterdam. 
Ondanks je drukke agenda, had je altijd wel even tijd. Dank dat we voor het trainen 
en begeleiden van de mentormoeders gebruik mochten maken van de 
vergadertrainingsruimte bij de GGD.  
 
Margriet Straver, wil ik bedanken voor de prettige samenwerking. Dank, voor al de 
interviews met deze kwetsbare vrouwen, de administratieve ondersteuning. Door 
je goede contacten met de huisartsen in Rotterdam, ben je me enorm tot steun 
geweest en heb je een belangrijke bijdrage aan dit onderzoek geleverd.  
 
Marianne Oudenhuysen en later Nicola Lobo dank voor alle secretariële 
ondersteuning. Hans Bor, dank voor je advies en het uitvoeren van statistische 
analyses. Elmie Peters, dank voor je ondersteuning bij de literatuursearch.  
 
Heel blij ben ik geweest met de ondersteuning van Sacha Jansen, Elske Bulte, 
Marlies van Berkel en Jorrick Pennings, toen jullie in het kader van je 
wetenschappelijke stage geholpen hebben bij de uitvoering van verschillende 
onderzoeken. Dank voor jullie waardevolle bijdrage aan de afzonderlijke 
hoofdstukken van dit proefschrift. 
 
Marianne Schoevers en Door Hezemans, hartelijk dank voor de manier waarop 
jullie de focusgroepen hebben geleid.  
 
Hans van der Wouden, dank voor de prettige manier van samenwerken, je 
meedenken, meeschrijven en de actieve bijdrage aan de systematische review.  
 
Christa Oudshoorn en Rob Wust dank voor jullie Engelse taal correcties in dit 
proefschrift. 
 
Esther van Wijngaarden, dank voor het verzorgen van de lay-out.  
 
Lily Knol, wat heb jij een prachtige cover gemaakt voor dit boekje. Dank, voor de 
creatieve en kunstzinnige weergave van het project: langzaam krijgen de grijstinten 
van  de  vrouw  kleur  …dat  is  wat  we  nastreven,  dat  er  weer  kleur  komt  in  iemands  
leven.  
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Doordat ik de laatste jaren vooral in Utrecht was, heb ik jullie, Maartje, Karin, Kees, 
Elza en Margret, weinig meer op de kamer in Nijmegen ontmoet. Het voelt al heel 
lang geleden dat we even een bakje koffie voor elkaar haalden of tussendoor even 
met elkaar kletsten. Dank voor die gezellige momenten. 
 
Ook mijn vrienden, Birgitta en Frits Perton wil ik hierbij bedanken. Birgitta, dank 
voor je training die je aan de mentormoeders hebt gegeven. Prachtig hoe je hen 
hebt laten zien en ervaren dat verandering echt mogelijk is. 
 
Jan Kappers, jou wil ik bedanken voor je vriendschap en support. Onze vriendschap 
ontstond tijdens de officiersopleiding bij de Luchtmacht en is al die jaren gebleven 
(volgend jaar 25 jaar!). Nooit verloren we elkaar uit het oog; we bleven elkaars 
buddy, door dik en dun. Toen ik een rustige plaats zocht waar ik ongestoord kon 
schrijven, bood je me direct je huis aan. En je zorg was echt uitmuntend; het was all 
inclusive. Het heeft onze vriendschap een extra dimensie gegeven. Dank voor je 
gastvrijheid en steun! 
Michiel,  dank  voor  je  betrokkenheid;  dank  voor  de  momentjes  dat  we  bij  ‘Villa’  
even een wijntje gingen drinken. Dank voor het beschikbaar stellen van je huis, 
zodat ik tijdens jullie vakantie daar ongestoord kon werken. Heerlijk die koffie…   
Jan en Michiel, ik ben dankbaar voor jullie vriendschap en betrokkenheid. Het voelt 
heel vertrouwd dat jullie als paranimf naast me staan tijdens de verdediging. 
 
In dit dankwoord horen ook al de moedige vrouwen die deelnamen aan MeMoSA. 
Zij durfden stappen te zetten naar verandering. Zij hebben een grote bijdrage 
geleverd aan deze studie. Dank!  
 
Dank aan mijn ouders en schoonouders. Door de 4daagse hebben jullie inmiddels al 
wat meegekregen van Nijmegen. Ieder jaar staan jullie trouw langs de route om ons 
aan te moedigen.  
Henk, bewonderenswaardig vind ik dat jij de 4daagse van Nijmegen gewoon met 
ons meeloopt! Dankbaar ben ik om ook dit in Nijmegen met jullie te kunnen vieren.  
 
Promoveren naast een jong gezin, een drukke praktijk, een job aan de Universiteit 
van  Utrecht…waar  is  papa?  O,  zeker  in  de  studeerkamer…   
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Lieve Gerda, Rhodé, Maurits en Ann-Sophie deze klus is nu echt klaar, hoor. Ik ben 
ondanks dat ik goed moest plannen, dankbaar dat we veel met elkaar hebben 
kunnen doen; wat ben ik trots op de manier hoe jullie je ontwikkelen.  
Rhodé en Maurits, ik hoop dat we de traditie van het lopen van de 4daagse ook dit 
jaar weer voortzetten? Rhodé, wat geniet ik van je zangtalent, je optredens tijdens 
musicals en je humor. Ik geniet ervan als we samen gaan uit eten of samen lekker 
risotto maken. Maurits, wat is het genieten als we samen naar de Arena gaan, en 
zondagavond 19.00 uur is ons momentje. Ik geniet als je 'je turbo' aanzet op het 
voetbalveld zodat een tegenstander je zeker twee keer tegenkomt. Ann-Sophie, wat 
hebben we genoten toen we afgelopen zomer een weekje samen thuis waren en veel 
gezellige dingen deden. Dit jaar weer? Ik geniet van je lach, je korfbaltalent en je 
wilskracht. Binnenkort, weer eens samen een ijsje halen?  
Lieve kinderen, ik hoop nog vele jaren van jullie te genieten. 
 
Lieve Gerda, aan het begin van dit promotietraject vroeg ik of jij het goed vond dat ik 
hieraan begon. Je vond het goed en hebt me hier echt voor vrij gezet. Ik wist echter 
niet  dat  het  wat  langer  zou  duren….  Ik  heb  bewondering  voor  je  waardige,  betrokken  
manier waarop je je toewijdt aan ons gezin, je leerlingen op je school en ook aan de 
kerk. Ook toen ik op studiereis naar Amerika ging, gaf je ondanks dat het in de drukke 
septembermaand was, me de ruimte om dat te doen. Dank voor al je toewijding, 
zonder dat was het niet mogelijk geweest. Ik heb je lief. Aan jou draag ik dit 
proefschrift op. 
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Curriculum  vitae 
Gert-Jan Prosman is op 20 december 1967 geboren in Spijkenisse.  
Van 1986 tot 1990 studeerde hij Technische Natuurkunde. Na zijn diploma volgde 
hij de officiersopleiding bij de Koninklijke Luchtmacht (KLu). Binnen deze organisatie 
vervulde hij verschillende functies op de Luchtmachtsstaf en de Directie Materieel 
van de Koninklijke Luchtmacht. Naast zijn werk bij de Koninklijke Luchtmacht 
studeerde bij psychologie. Na zijn afstuderen ging hij bij de Defensie Werving & 
Selectie en de afdeling Geestelijke Gezondheidszorg (GGZ) van de KLu werken.  
In 2000 ontving hij het brevet voor hogere sociale vorming van de Bevelhebber der 
Luchtstrijdkrachten. 
In datzelfde jaar, verliet hij de Koninklijke Luchtmacht en werkte tot 2004 binnen de 
Geestelijke Gezondheidszorg (GGZ). Gedurende die periode heeft hij de opleiding 
tot Gezondheidszorg(GZ)-psycholoog en de opleiding tot Cognitief Gedrags-
therapeut gedaan. 
Van 2004 tot 2007 was hij parttime als docent gedragswetenschappen werkzaam 
op de afdeling huisartsgeneeskunde van het Erasmus Universiteit te Rotterdam. 
Vanaf 2004 tot heden is hij werkzaam als eerstelijnspsycholoog in zijn eigen 
vrijgevestigde psychologenpraktijk.  
In december 2006 begon hij in deeltijd aan dit promotieonderzoek aan de Radboud 
Universiteit. 
Vanaf januari 2013 tot heden is hij in deeltijd werkzaam als universitair docent bij 
de afdeling Klinische en Gezondheidspsychologie van de Universiteit Utrecht.  
In september 2013 nam hij deel aan het International Visitors Leadership Program 
(IVLP) van de United States Department of State. 
Gert-Jan is getrouwd met Gerda Prosman - van der Duijn Schouten. Samen hebben 
ze drie kinderen, Rhodé (2000), Maurits (2001) en Ann-Sophie (2006).  
        

